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In the United States the Acquired Immune Deficiency Syndrome (AIDS) and its
twin infection, the Human Immunodeficiency virus (HIV), has been spreading at
astonishing speed for approximately 22 years, and is now one of the world’s greatest
health challenges. When HIV/AIDS emerged in the United States as the “Great Plague”
of the twentieth century, women were rarely counted among the victims, as the spotlight
was primarily on men cohabitating with men. Further, the initial perception and
classification of this deleterious epidemic veiled the fact that the disease might have a
significant effect on women, children and their families. Recently, however, the public’s
understanding of HIV/AIDS has changed, and its transmission among women, in general,
and African-American women in particular has created a new and potent threat to the
security of family systems. Unfortunately, the social and economic effect of the
HIV/AIDS epidemic has given rise to the “the feminization ofpoverty” (Murphy,
Marelick, Dellosrrito, Swendeman, Witkin, 2002). This is a contemporary term
suggesting that poor African-American women are plagued with a triple problem -- being
single and poor, but also sick and afflicted.
It is an undisputed fact that a tremendous number of African-American women,
particularly those lower in social status and who reside in urban areas, account for one
half (55 percent) of the AIDS among women (CDC, 1999). Thus, this disease is the most
cited reason for death among the demographic group between the ages of 25 and 44
(Dunbar, Mueller, Medina & Wolf, 1998). Not unexpectedly, the broad scope of AIDS
has led medical directors to label it as the world’s deadliest epidemic - - as relentless as
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leukemia, contagious as hepatitis and surpassing tuberculosis and malaria in its breath
and intensity (UNAIDS, December, 2000; Henig, 1983).
The Center for Disease Control reports that of the African-American females
diagnosed with IIIV/A1T)S, 67 percent are the mothers ofminor children (CDC, 1998).
This circumstance has led to an increased number of children who will grow into
adulthood without a mother to provide them with guidance, attention and care (CDC,
2004). Not only has the problem of HJV/AIDS reached monumental proportions among
African-American women in the United States but it is disproportionately affecting
women of color throughout the world.
AIDS IN UNDEVELOPED COUNTRIES
Since globalization is the mantra of the twenty-first century, some mention of
AiDS worldwide is in order. According to UNADS (2002), women now constitute
almost half of the persons afflicted with this illness worldwide. Extrapolating from
sociodemographic data, it may be concluded that this disease, which once was considered
the domain of gays, Haitians, intravenous drug users, and hemophiliacs, is now a female
malady. A growing body of available research regarding the causation ofHIV/ATDS
revealed that families in undeveloped and “second world” countries, such as Sub-Saharan
Aflica, South and East Asia, Latin America, the Caribbean and Russia, are severely
affected by AIDS.
In many Affican countries, families depend upon the income of women to pay for
shelter, food, and household goods (Table 2). Therefore, more often than not, sex is the
currency exchanged for money and services. It follows then, that female bread-winners
located in poor societies, societies in turmoil, and in less developed societies where
millions of people are displaced, powerless, and disenfranchised, are perfect candidates
for contracting AIDS. At present in Africa, 57 percent of those infected with HIV/AJDS
are women -- and unless protective remedies like the new virus-killing vaginal gel that
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could be used without men knowing it, the number of deaths among women will
continue.
It is important to remember that another problem faced by women in Third World
countries is that multiple sexual partners for men is condoned. However, women who
engage in similar behavior are frowned upon, and their actions could result in ostracism
and sometimes death. Moreover, male permissiveness may bring AII)S into a family unit
and may be a contributing factor in the spread of this dreaded disease.
Runaga & McMaster (1992) conducted a series of studies which suggest that in
societies where women are socialized to please men, in sexual interactions they
sometimes engage in high risk sexual behaviors to enhance the pleasure of their male
partners. For example, the researchers report that these women, in their efforts to heighten
the sexual pleasure ofmales, insert external agents into their vaginas. These agents
supposedly tighten the vaginal passage and increase their partner’s sexual enjoyment.
Unfortunately, the agents are often toxic and the results are inflammation, abrasions and
lacerations which significantly increase 11W/AIDS transmission.
Another manifestation of gender disparity is related to non-consensual sexual
relations in which women are coerced to engage in multitudinous high risk sexual
behaviors. Within the context of these circumstances, women are denied the opportunity
to negotiate condom usage and to initiate or suggest safe sexual practices. These
constraints not only increase HIV/AIDS risk factors but expose women to pelvic and
various gynecological and psychological problems (Heise, 1996).
One of the more serious problems of gender inequality codified in some societies
is male violence against women. This societal endorsement has serious implications for a
woman’s ability to protect herself from the lily/AIDS infection. For example, it is not
infrequent that women are either denied educational opportunities, or, they are given an
opportunity to acquire just enough knowledge to fulfill their social roles. Consequently,
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gender norms dictate that males are more knowledgeable about sex than females. Again,
these socially imposed cultural mores create exponential risks of women contracting
opportunistic infections (Carovano, 1992).
George and Jaswal (1995) conducted a series of studies in Zimbabwe in which 97
percent of the respondents were females. These STD/HIV study participants named their
husbands as the source of their infection. However, only 7 percent considered divorce or
separation as an option. The investigators suggested that many women choose to remain
in these risky relationships due to fear ofpoverty and their inability to meet the needs of
themselves and their minor children. On the basis of their findings, the researchers noted
that women who raised the issue of safe sexual practices, or suggested condom usage,
exposed themselves to loss of financial support and even more violence, so they remained
as “silent sufferers”.
There is an abundance of empirical based descriptive studies that address cultural
practices whereby young girls are exposed to the HIV/AIDS virus. This situation occurs
when these youths arc:
• Raped and infected with HIV/AIl)S; and
• Subjected to fear of violence (Vetten & Bhana, 2001).
In addition to problems faced by young girls, Aggleton (2000) suggests that
ostensibly the new increases in HIV/AIDS infection among women cast a deleterious
social stigma upon them. The labeling has caused many women to be viewed as social
pariahs in their communities; thus limiting, and in many instances, resulting in their
exclusion from much needed health, social and economic resources. Aggleton (2000)
further contends that many of these women are banished from their communities and
prevented from attending religious services. Ultimately, they suffer serious estrangement
from their children, their families, and society as a whole. The only appropriate
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conclusion is that HIV/AIDS is a world problem that must be given attention if the
human species is to survive on this earth.
AIDS IN THE IJNITED STATES
Although HIV/AIDS is a problem worldwide, this is not to suggest that
persons in the United States, are free from this dreaded disease. In fact, Mwadi (1995)
conducted a series of studies in this country which were designed much like those
administered by Aggleton (2000) in undeveloped countries. His investigation found that
HIV positive women reported having sexual relations exclusively with their husbands or
sexual partners. Like women throughout the world, African-American women acquiesce
to their partner’s demands for risky sex in order to avoid abandonment, abuse and
deleterious economic consequences. Given the above findings, heterosexual intercourse
can be the primary means ofHIV/AIDS transmissions for women since they basically
acquire the virus through intimate relationship with their husbands. Gender based
disparities within those relationships, therefore, often results in increased risk factors and
susceptibility to HIV/AIDS and other infectious disease. While not as pervasive in the
United States as in Sub -Saharan Africa, nonetheless, opportunistic infections such as
HIV/AIDS are becoming a major concern to medical and public health officials.
Statement of the Problem
In the United States, the proportion of reported cases of HIV/AIDS occurring
among women increased from 7 to 23 percent from 1985 to 1988. Despite advances in
program education and antiretroviral therapies the problem continues to considerably
increase. Tn 1999, more than 8,000 new cases ofAIDS were reported among adolescent
and adult women between the ages of 18 and 24. Similarly, nearly 700 cases were
reported in women between the ages of 24 to 29. Surprisingly, women ages 45 to 64
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accounted for 10 percent of the female AIDS cases diagnosed and this statistic has been a
tremendous shock to the nation (Potter et aL, 1999).
According to Logan and Leakefeld (1999), HIV infection has disproportionately
affected African-American and minority women. Furthermore, the investigators suggest
that these groups account for less than 25 percent of all U. S. women, yet represent more
than 77 percent of AIDS cases in women. In sum, HIV/AIDS appear to cut across several
demographic groups in U.S. communities.
In examining some of the risk factors that give rise to I{IV/AIDS Logan &
Leakefeld (1999) posits that there is a strong association between substance abuse and the
acquisition, and progression of the AIDS malady in both men and women. Other
researchers, as we will later see, have found evidence to indicate that substance abuse
coupled with other comorbid conditions like the Hepatitis C virus (HIV), Tuberculosis
(TB), and mental disorders, may also have an affect on patients with this opportunistic
virus.
Unlike the works of Logan and Leakefeld (1999), Singer (1994), who subscribes
to a polarizing philosophy, argues that there are many questions about the risk factors
involved in drug usage among women affected with HIV/AIDS, but to date, none have
been satisfactorily answered. At another level, Singer (1994) contends there is need for
more well-designed research on the extent and tenuous role alcohol intake plays on the
health resources of a patient given the presence of other confounding factors. Such
factors include medication prescribed for HIV/AIDS, comorbid mental and somatic
illness and psychosocial stresses.
Contrarily, De Matteo et al. (2002) suggest the deleterious impact on families and
children presents more significant dilemmas that require immediate attention. For
instance, this investigator cites numerous research studies which suggest that many
women diagnosed with AIDS face high rates of spousal abuse, and are abandoned by their
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families. Additionally, these afflicted persons suffer from deep depression from the
knowledge that their children will be placed in state child protective services or
abandoned altogether.
Along this same line, Walsh (1996) and others believe that the complex and
global nature of the unresolved issues surrounding the impact of HIV/AIDS on women,
children and families necessitated a multidisciplinary and systems approach in
ameliorating some of the long range and immediate effects of this epidemic. Accordingly,
Robinson (1999) suggests that a well-defined framework for policy formulation and the
delivery of services are immediately needed to counteract some of the complex
socioeconomic issues that trigger HIV infection that is so devastating to families, and to
society in general. Clearly HIV/AIDS is a serious problem that has no ethic preference,
but is devastating to families, friends, and lovers.
Purpose of the Research
The purpose of this study is to examine the risk factors affecting African-
American HIV positive and negative women. The study will also attempt to provide
measures that will assist these women in protecting themselves against this dreaded
opportunistic disease. Such factors include: (1) patterns of maladaptive substance abuse;
(2) psychosocial adjustment; (3) perception handling a crisis; (4) life satisfaction; and, (5)
family relations or ties. With a better understanding of these variables, social work
professionals will be able to provide more conclusive and sensitive services that will
assist these women in protecting themselves.
The study will also provide empirical data that will enhance the awareness of
professionals who have the obligation of servicing HIV/AIDS patients. Therefore, this
study will make a contribution to society and is certain to prolong the life ofAfrican
American women who may otherwise be unaware of the risks that threaten their survival.
Toward that end, specific research questions that should be asked are:
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Research Questions
1. Is there a statistically significant difference in the quality of family relations
between HIV/AIDS positive and negative African-American females?
2. Is there a statistically significant difference between the life style satisfaction of
HIV/AIDS positive and negative African-American females?
3. Is there a statistically significant difference in the perception ofhandling trauma
or crisis between HIV/AJDS positive and negative African-American females?
4. Is there a statistically significant difference in the patterns of substance addiction
between HIV/AIDS positive and negative African-American females?
5. Is there a statistically significant difference in the psychosocial adjustment
between HIV/AIDS positive and negative African-American females?
Hypotheses
In addition to the research questions, certain hypotheses were formed. Therefore,
the null hypotheses for the study are as follows:
1. There is no statistically significant difference in the quality of family relations
between IflV/AIDS positive and negative HIV/AIDS African-American females?
2. There is no statistically significant difference between the life style satisfaction of
HIV/AIDS positive and negative African-American females?
3. There is no statistically significant difference in the perception of handling trauma
or crisis between HP//AIDS positive and negative HIV/AIDS African-American
females?
4. There is no statistically significant difference in the patterns of substance
addiction between HP//AIDS positive and negative HP//AIDS African-American
females?
5. There is no statistically significant difference in the psychosocial adjustment
between HTV/AIDS positive and negative African-American females?
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Significance of the Study
HIV/A1DS is a dreaded disease that has the potential for destroying the entirety of
humankind. Substantial evidence exist that it has killed approximately 50 million people
throughout the world. HIV/AIDS is not a disease that is unique to underdeveloped
countries, but is a world wide phenomenon. It has become such a global challenge until in
1996 the United Nations convened a special session of the General Assembly to address
this health crisis. This world, assembly established a Global Trust Fund to help halt the
spread of this disease and the industrial nations of the world pledged to contribute
resources to assist in eliminating this plague.
African-American women, particularly those from low-income urban areas,
constitute the largest percentage of AIDS affected women in the United States.
Additionally, AIDS is the most cited reason for death among African-American women
between the ages of 25 - 44 (Dunbar, Meuller, Medina & Wolf, 1998; Hackl, Somali,
Kelly & Kalichman, 1997; Marcenko & Samost, 1999). The accumulated evidence of
these investigations, therefore, is slanted towards that group.
At the same time, the study purports to shed light on the multitude ofhigh risk
behavior among African-American women hopeful that this knowledge will maximize
their ability to decrease their susceptibility to this disease. It is of great significance to
human service professionals to use hard data in counseling and in emphasizing the need
for African-American women to protect themselves from the devastating effects of
HIV/AIDS. Hopefully, this study will contribute to that objective.
CHAPTER II
REVIEW OF LITERATURE
This chapter reports on the most salient literature regarding [TJV/ATDS as a deadly
opportunistic disease and the risk factors that affect African-American women between
the ages of 25 to 44 living in urban areas. But first, a review of the etiology of this
epidemic is essential as it specifically provides in-depth knowledge of the disease. The
chapter delineates a number of obstacles that may contribute to the health and well-being
of African-American affected women.
The literature review begins by clearly defining terms, providing an historical
perspective of the disease, then examining some of the major risk factors that may be
prevented. Although there is a cornucopia of literature which focuses exclusively on
medical factors associated with HIV/AJDS, few studies with rigorous scope and
generality have advanced current knowledge regarding the effect of this disease, solely on
African-American women. Thus, some of the basic questions that have arisen and remain
unanswered are: What risk factors have contributed to HIV/ADS impairment in
African-American women? How may this population be protected? Seeking answers to
these and other questions will serve as a beginning effort to assist in stemming the flow of
this deadly virus — not only among African-American women, but women throughout the
world.
Operational Definitions
See, Oliver and Williams (2002), have observed that in professional writing the
problem of semantics offers an intellectual challenge to scholars when the concept can be
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subjected to multiple nuances. Yet, a clear, concise definition of terms gives value and
has an explicit role in distinguishing one interpretation of one issue from another.
Principally, what is considered risk behavior in an African-American family may well be
a complex matrix of practices or an acceptable phenomenon in other cultures. Without a
doubt therefore, operationalizing terms is helpful in providing boundaries, clarity and
content to imprecise constructs often couched or cloaked in a complex maze of verbiage.
In state-of-the art literature, there is seldom a clear distinction made between HTV
and AIDS. By H1V we mean a retroviral organism that causes “Acquired Immune
Deficiency Syndrome” or AIDS. For individuals to be diagnosed with this lethal organism
it must be confirmed that the virus is infecting a specific type of lymphocyte called T4,
CD4 or T-Helper cells. Once the Y-helper cell becomes infected with the HIV virus, the
virus integrates its own genetic blueprint into the genetic material of the once healthy
T-helper lymphocyte (Levy, 1988; Redfield & Burke, 1988; Weber & Weiss, 1988;
Nichols, 1989; & Pinching, 1988). Because of its integration into the genetic material of
these particular lymphocytes, the virus insures its conthiuaiice in the next generation of
the T4 cells by becoming an intracellular organism (Whisnant, 1990).
When one is first infected with the AIDS virus there may be an initial viremia or
flu-like illness. After that illness is arrested, an individual may remain virtually symptom
free for varying time periods. The ensuing stage of HIV infection is undergoing an
incubation period, of what is more commonly termed “the window” period. This stage of
the infection is frequently characterized by the absence of any illness. Ostensibly, during
this period the body’s immune system is attempting to fight off this foreign invader. As
with any pathogen, the immune system makes antibodies which attack unfamiliar
invaders (Kirkwood & Lewis, 1983). The significant difference between HIV/AIDS and
other pathogens is the fact that the antibodies manufactured against HIV are not useful in
combating the virus. Therefore, the number of virus-infected cells continues to grow as
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the virus multiplies at an exponential rate (Levy, 1998; Weber & Weiss, 1998; Nichols,
1989).
Large bodies of evidence reveal that, in time, the body’s immune system becomes
increasingly weakened and eventually breaks down. The infected person begins to
experience various types of infection which are commonly referred to opportunistic
infections (01). These health conditions are given this name because they take advantage
of the opportunity afforded them by the breakdown of a once healthy immune system.
Whisnant (1990) provides an example of one such illness as pneumocystis carini
pneumonia (PCP). This parasitic organism is found in the environment, and does not











• Epstein Barr Virus (EBV)
• Herpes Varicella Zoster (HVZ)
This cadre of infections is only a sampling of the possibilities that present
themselves to the HIV-infected individual. Tn addition, there are several cancers which
appear prevalent in the course of the illness. These include Kaposis’s Carcoma (KS), and
different types of lymphoma. Therefore, clearly one can easily see that 11EV/AIDS is a
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serious disease that takes its toll on the human body of both males and females and
without proper halting will eventually lead to death. One other notation must be made.
The words African Americans and Blacks are used interchangeably. Both terms refer to
Black people ofAfrican origin.
Historical Overview of HIV/AIDS
An exhaustive review of the literature on HIV/AJDS indicates there are four
factors that are most influential in its spread. These include: (1) the early perception that
AIDS is primarily a gay disease; (2) the media’s response to the HIV epidemic; (3) Magic
Johnson’s announcement of his HIV status; (4) the impact of HIV on the African-
American community and on African-American women victims.
The Perception of AIDS as a Gay Disease
Early in 1980, physicians and public health officials began to notice inexplicable
medical symptoms of HIV/AIDS primarily in Gay and Haitian men. By the end of 1981,
both the Center for Disease Control and the United States Surgeon General had labeled
these symptoms Acquired Immunodeficiency Syndrome (AIDS). Since then, more than
one million people in the United States have been diagnosed with the dreaded malady and
more than 750,000 have died from the disease (CDC, 2002).
The population first diagnosed and subsequently impacted by Afl)S, was bisexual
men (59 percent) intravenous drug users and heterosexual men and women (41 percent).
Much of the early focus, however, primarily linked the sexual practices of gay men to the
spread of HIV/AIDS (Puckett, Bant & Amory, 1985).
In the late 1980’s, Shilts (1985) rejected the early hypotheses posited by Puckett
et. al (1985) to the effect that AIDS was basically concentrated among gay men. Instead,
he suggested that the rapidity of spread of the epidemic in mainstream communities has
other more salient causes like the longstanding social factors of substance abuse,
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inequitable access to health care, homophobia and unequal protection of the civil rights of
marginalized groups. In his work, Shuts (1985) insisted that another longstanding factor
relevant to spreading AIDS was the pervasiveness of homophobia in the society. This
variable was not to be completely dismissed as it was partly responsible for the
stigmatization and focus on the gay community.
At another level, a body of evidence was presented by Herek and Glunt (1995)
who believed that the fear and social stigma surrounding HIV/AIDS, in the gay
community, was fueled by the preexisting fear of homosexuality. These researchers
therefore concluded that people sometimes react negatively to HIV/AIDS because of their
preconceived notions of homosexuality. This stigma reaction is, according to the
researchers, generated irrespective of whether or not the individual manifests outward
signs of the gay life style.
Notwithstanding, the longstanding views on homosexuality, Thomas and Quinn
(1982) believe that sociological factors are critical variables essential to a through
analysis of the spread of the HIV/AIDS epidemic. Furthermore, they contend that social
factors have historically exacerbated the inception of various infectious diseases
throughout history. For instance, Thomas and Quinn (1982) argue that the virulence of
the plague during the Middle Ages, like today’s AIDS epidemic, was augmented by social
forces that influenced the differences between the treatment of peasants and nobility -- the
rich and the poor. It was felt that only peasants were infected, which proved to be an
error.
Similarly, Darrow, Glorman and Glick (1986) present more evidence which
suggests that the Gay Liberation Movement, which gained momentum during the decades
prior to and immediately following the outbreak of the AIDS epidemic, was responsible
for the spread of AIDS. Thus several social trends emerged in the gay community which
were highly associated with the outbreak of the HIV/AI1)S virus. For example, the
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researcher points to the dramatic increase in gay establishments made possible by the
social actions in the gay and lesbian communities. This included a proliferation of
bathhouses and sex clubs, gay pride celebrations, greater freedom in expressing one’s
sexual orientation, and a stronger interconnectedness between gay communities. At that
time no thought was given to the “down low” phenomenon.
Indeed, studies by Auerbach, Darrow, Jaffe, and Curran (1984) indicate that many
social advances made possible by the efforts initiated by the gay community are
epidemiologically linked to the spread of the IflV/AIDS epidemic in homosexual men.
Surveys by Aucrbach et al. (1984) suggest that the number of gay men in the United
States increased dramatically as social gains of gays were made, and there was greater
acceptance of the gay lifestyle. However, upward trends were noted in the rates of
infectious syphilis, rectal gonorrhea, hepatitis B, amebiasis and numerous other sexually
transmitted diseases (STD’ s). Based on the literature, a number of researchers believe that
more exhaustive studies are needed to further isolate the behavioral practices among the
social divisions of mcn who have sex with men (MSM).
The sexual practices of men who have sex with men (MSM) have been the subject
of many studies since the emergence of the human immunodeficiency virus (HIV)
epidemic. The literature suggests that these men are an integral part of the historical
analysis of HIV/AIDS progression in the black community and, in particular, on
African-American women. Furthermore, this group continues to constitute the largest
percentage of people infected with the virus (CDC, 1998).
Catania et al. (2001) conducted a number of studies in four United States cities
and found an overall HIV/AIDS prevalence of 17 percent in urban areas among men who
have sex with men and also with women. Surprisingly, 40 percent of this number was
among certain subgroups of African Americans. The investigators’ findings suggested
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that high risk sexual behaviors are increasing significantly among this segment of the
American population.
Hart, Wolitsky, Purcell, Gomez, and Halkitis (2003) conducted research which
examined the sexual self-labels, sexual behaviors and 11W transmission risk among men
who have sex with men (MSM). The study consisted of 205 seropositive urban men.
Participants were asked to identify their labels — whether they described themselves as
top, bottom or versatile. Tops were more likely to engage in anal intercourse, bottoms
were likely to engage in receptive anal intercourse (RAI) and versatiles engaged in both
with no preference for either. Participants compicted the anxiety, depression, and hostility
subscales from the brief symptom inventory. Instruments included a 53-item
standardized measure of psychological symptoms, problems and complaints and three
subscales consisting of items using a 4-point Likert scale. Other instruments included a
sexual compulsivity scale and a sexual sensation seeking measure. Subjects were asked if
they engaged in receptive anal intercourse (RAI) or insertion oral intercourse (DI).
Statistical techniques included Chi-square analysis to investigate whether self-labels were
associated with differences in categoric variables, preferences of sexual partners, or
sexual orientation. Analysis of variances (ANOVA) was another statistical concept used
to investigate whether self-analysis labels were associated with dimensional variables.
The conclusion reached was that 88 percent of the study participants used self-
labels to describe their sexual practices. However, self-labels did not predict sexual
behavior conducive to HIV transmission. Furthermore, self-labels failed to predict
incidences of unprotected and intercourse frequency of anal intercourse, a proportion of
anal intercourse relative to total anal intercourse with negative or positive sexual partners.
Similarly, identical partners emerged when the authors examined unprotected anal
intercourse with partners of any serostatus (negative/positive). Therefore, the results
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suggest that tops and bottoms were equally likely to use condoms irrespective of the
self-label.
In another study, Melebranche (2003) focused on black men who have sex with
men (BMSM) and the behaviors conducive to high HIV risk factors. The researcher
amassed data similar to those in other studies. There was evidence that black men who
have sex with men engage in various high risk sexual activities, including situational sex
for drugs or money and infrequent use of condoms. The researchers concluded that
understanding sexual dynamics is far more complex than studying sex acts between men.
Rather, it involves a complex weave of the social construct of what is acceptable black
masculinity, sexual identification and socially prescribed rules. Also, because of the
stigma associated with homosexuality in the black community, many black men who
have sex with men prefer to describe their sexual orientation as heterosexual, rather than
gay or bisexual. According to Melebranche, this fear of stigmatization, albeit an indirect
cause, is one reason for the increase ofHIV/AIDS in African-American females.
Malebranche (2003) describes black masculinity as a “fragmented concept”
meaning that its attributes may manifest itself as cool and aloof, an exaggerated sense of
physical prowess, sexual acting out, fathering illegitimate children and engaging in
unprotected sexual intercourse. Notwithstanding the emotional benefits associated with
disclosing one’s sexual orientation as evidenced in the white, gay community; a survey of
BMSM’s who disclose their sexual orientation indicates that these men have a higher
HIV prevalence and engage in more unprotected anal sex than those who choose not to
reveal that information. Consequently, any intervention geared towards encouraging this
group towards self-disclosure may not be conducive to fostering safe sexual behaviors. In
fact, BMSM’s are reluctant to disclose their sexual preferences to their female sex
partners because of their higher incidence of advance AIDS related complications and
viral load and T-Cell count (Vincke, Bolton, Mark & Blunt, 1993).
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Another AIDS related study conducted by Myers, Javanbakht, Martinez, and
Obediah (2003) examines the relative contribution of socio-demographic, behavioral and
psychological factors that can enhance risks for HIV/AIDS among African-American men
who often transmit AIDS to black women. The study sample included 308 HIV-negative
and 185 HIV-positive men. Fifty percent of the sample was self-identified as
heterosexual, 34 percent as men sexing with men and 15.71 percent as men who have sex
with both men and with women. Additionally, among the HIV-positives men, 7.6 percent
were heterosexuals, 68.1 percent were men having sex with men, and 24.3 percent were
men who engaged in heterosexual activity. Thc statistical measures employed included
the burden of chronic stress scale and the psychological distress scale. Statistical
measures of poison regression analyses to examine prediction and differences of risky
sexual behavior based on HIV serostatus and sexual orientation was assessed by using
Analysis of Variance (ANOVA) as the statistical concept.
The Myers et al. (2003) study found that HIV-positive men engaged in more high
risk sexual behavior than 11W negative males. One of the findings surfaccd which is
important to the study of AIDS-infected females is that African-American men reported
more frequent alcohol and drug use, higher levels ofpsychiatric disorder, higher levels of
depression and lower perceived sexual support. Equally as important was the
comparisons made between sexual orientation groups. Not surprisingly, the results
indicated that regardless of FIIV serostatus, African-American men who have sex with
men and women engaged in more high risk sexual behaviors than both men who have sex
with men and heterosexual men. Furthermore, the authors believe that this group of
bisexual men poses the greatest threat of spreading HW in the African-American
community especially to black women.
In a study conducted by Chen, Campos, and Kerndt (2003), it was found that
incarcerated men who have sex with men pose a tremendous threat of infecting
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African-American females. Participants of this study included 2,087 inmates from the
Los Angeles County Male Prison. The racial demographics included 37 percent
African-American, 35 percent Caucasian, 26 percent Hispanic and 2 percent of other
races. The subjects were asked to describe their sexual orientation, patterns of sexual
behavior, history of prostitution, drug usage, condom usage and history of incarceration.
More than 64 percent of the respondents identified men as their exclusive sexual partners
and 36 percent identified both men and women. Additionally the study found that 89 of
the participants had been previously incarcerated. Given these statistics, it was not
surprising that these participants had a 12.4 percent HIV-seroposite rate, low rate of
condom usage, personal history of prostitution, and high risk sexual behavior within the
correctional settings.
One other significant finding was that several men in the study reported only
engaging in sex with men while they were incarcerated, and returned exclusively to
having sex with women upon being released. Chen theorized that some incarcerated men
engage in sex with men while in the confines of prison as a survival mechanism to
combat social isolation and physical deprivation. Unfortunately, a considerable number
returned from prison infected with the HIV virus and ultimately infected their wives or
main female sexual partner.
The Media’s Response to HIV/AIDS Epidemic
Brown (2000) suggests that the mainstream media (television, magazines,
newspapers, movies, music, videos and the internet), is an important vehicle for
disseminating information critical to the public health and welfare of American citizens.
When AIDS was first discovered, the media were slow to cover the story because it was
perceived that the only people at risk for this infection were gay men, intravenous drug
users, and a few hemophiliacs. It took a number of years and the death of celebrities such
as Rock Hudson and Liberace before the media placed the problem of 11W/AIDS high on
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the news agenda. It took even longer for this disease to shift from one of morality to one
of a threat to the nation’s public health. Even now, what assumes top priority regarding
the nation’s health is not exclusively a matter of public interest but is driven by market
value (Rogers, Dearing, & Chang, 1991).
However, more recent studies by Kosick, (1993) have an alternative theory that
explains the process by which events are given priority by the mass media. He posits a
methodology for framing theories. As part of his theory, the mass media sets the priority
based on their discrete standards irrespective of the public’s interest. In other words,
issues and images that are important in the Media are manipulated to convince consumers
that they are important. Thus, the explicit function of television becomes a powerful
vehicle in shaping, creating and influencing public and social policy. Given that agenda
setting and framing theories explains why the media has neglected the AIDS crisis, the
Black media’s denial and lack of comprehensive coverage of the AIDS crisis is difficult
to explain since the devastation of HIV/AIDS has wrought havoc on the African
American, yet has received little attention from either the mainstream and Black media
(Pickle, Quinn, & Brown, 2002).
Several authors including Albert, (1986); Baker, (1986); Kesella, (1989);
Kitzunger, (1995) contend that the initial reports that characterized AIDS as a disease that
affected “outsiders”, such as homosexuals and intravenous drug users (IVDU) contribute
to the perception that there is a moral dimension to the disease. At the inception of the
disease, the tendency was to classif~’ people with AIDS as either “victims” or “at-risk”
groups. That labeling helped to helped to solidify the social outcast image of high risk
groups affected by this dreaded disease.
Research conducted by communication scholars reveals that the African
American news organizations lagged far behind the mainstream press in their coverage of
AIDS, and even used some of the same crisis terminology that focused on the moral
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aspects of individual behavior (Krishnan, Duran, & Winkler, 1997; Candis, Freimuth, &
Cameron, 1992).
Contrarily, Dalton (1989) presents a different analysis of the response by the
African-American news community. He posits that their response was more a reaction to
historical events that has helped to influence the Black community’s response to AIDS
than an indictment of the social maladies that are associated with H1V/AIDS. Because of
the widespread institutional discrimination against homosexuality it is also acknowledged
by many African-American scholars (Pickle, Quinn, & Brown, 2002) that the black
community’s response to the HIV/AIDS crisis is related to such factors as racism, slavery,
and the 40-year Tuskegee study, during which rural African-American men were denied
treatment for syphilis and were misled about their medical condition. This legacy is
inextricably related to understanding the rational concerns ofAffican Americans
regarding both HIV/AIDS prevention programs and media coverage in their communities
(Dalton, 1989; Thomas & Quinn, 1991).
As historical precedence alone cannot adequately explain the sparse coverage by
the African-American media of the AIDS crisis, Pickle, Quinn, and Brown (2002)
suggested that economic viability is one plausible explanation for minority press benign
neglect of the AIDS crisis. Cacey, et al. (1991) believes that African-American press
invariably has to operate under tight financial constraints, thus preclude their ability to
focus on stories that did not add to their financial sustainability.
Krishnan, Durrarn, and Winkler, (1997) conducted research of five major African
American magazines to gauge their level of coverage of ITJV/AIDS between 1981 and
1994. The researchers utilized two databases (Ethnic News search and Readers guide to
periodical literature) to assess the frequency of AI1)S related articles. The researchers also
looked for articles on breast cancer, drug abuse, heart disease, high blood pressure,
homosexuality, bisexuality, STD’s (other than REV/AIDS), and sickle cell anemia.
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The research indicted that the first article on AIDS appeared in 1985 four years
after feature length reports were published in the New York Times, three years after the
Los Angeles Times, and two years after Readers Digest. Some research suggested that the
lag period may have been caused by a variety of factors including; the magazine’s desire
to avoid implicating AIDS as a “Black disease” and downplaying its impact on the Black
community. There is literature that suggests that the magazines’ hesitation to confront
issues such as homosexuality and bisexuality is considered taboo in Black community
regarding this (Hammonds, 1986). Clearly there is no denying that homophobia is also a
factor in the mainstream media as well.
Magic Johnson and HIV/AJDS
Early analysis indicates that when the HIV/AIDS crisis came to the attention of
researchers, it received minimal attention at best. Some have speculated about the
reasons for the reluctance by both the print and television media to address this problem.
Others conjectured that the early association of HIV as a gay disease caused many to be
cautious in their coverage. However, the situation changed on November 14, 1991, when
Magic Johnson stunned the American public by announcing to the world that he had
tested positive for the AIDS virus. The effects of this news were immediately noticeable.
Before the end of the day, the National AIDS Hotline was deluged with more than 40,000
calls requesting information on 11W/AIDS. This represented a thousand percent increase
from the normal number of AIDS-related telephone inquiries (Learhsen, Foote, Gordon,
Yoffe, et al., 1991). Counseling clinics in major cities reported an increase in calls for
HIV/AIDS information (Cohn, Miller, Yamaguchi & Douglas, 1992; Langer,
Zimmerman, Hendershot, & Singh, 1992). Johnson’s announcement warranted coverage
on the major television networks and in the nation’s evening newspapers. During his
press conference, Magic declared he planned to be on the front lines in the fight against
AIDS. Activists credited Johnson for bringing attention to the disease; a feat they had
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failed to achieve in all the years prior to his admission, in 1991, of being affected by the
virus (Kantrowitz, 1991).
Johnson’s disclosure was viewed as a major victory in the fight against AIDS.
Since in the early years many A]DS advocates became frustrated with the mainstream
media, the Black church, and the overall lackadaisical response from the African-
American communities, Johnson’s disclosure signaled a major shift in the public’s level
of awareness and response to the disease. Many policy makers sought to exploit
Johnson’s celebrity status and advance their own prevention education efforts.
In the aftermath of Johnson’s HIV disclosure, some AIDS researchers
documented examples indicating that Johnson’s disclosure promoted HIV/AIDS
prevention attitudes and behaviors (Sigelman, Miller, Devenowsky, 1993). It is worth
noting that Johnson’s announcement reinforced young people’s knowledge ofHIV
infection among 10 to 18 year olds. Other prevention scholars corroborated Sigelman’s
fmdings. For example, research conducted by Hollander (1993) indicated that 61 percent
of the participants to his study changed their attitudes about AIDS and 44 percent began
using condom in response to the news about Johnson. Similarly, Kalichman, Russel,
Hunter, and Sarwer (1993) found that AIDS-related interest and knowledge increased
among men in accordance with increased press coverage.
Although these studies have shown that Johnson’s announcement had positive
effects on high risk sexual behavior in some targeted groups, to date no investigations
have been undertaken to determine the depth and intensity of announcements made in the
news media.
According to Singleton and Straits (1999), social desirability effect is more likely
to occur when research participants display a tendency to agree with statements made by
the researcher irrespective of the information content. It can also occur when groups of
questions are asked in a similar fashion, research subjects tend to give stereotyped
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responses, endorse unequivocally certain questions (Webb, 1966). Mere exposure to the
news about Johnson, does not sufficiently explain the public’s attitudinal changes
documented in the findings mentioned. Thus far, no research conducted, has been able to
conclusively isolate a variable of effects communicator persuasion modes than can
adequately explain the positive effects.
It is clear therefore that the impact Magic Johnson has had on AIDS education is
significant. However, there are some concerns about his highly publicized, highly active
AIDS retrieval therapy, a combination of drugs which prevents the replication of the virus
that causes AIDS. Although critics charge that the health and medication which is a part
of Johnson’s treatment of cocktails is not a realistic or affordable option for most African
Americans who are infected with the AIDS virus, it does provide hope. Most of the
treatments available to those who cannot afford the drugs that retard the spread of
11W/AIDS can receive assistance through the AIDS Assistance Program (ADAP). This
program is administered by the federal government through the Ryan White Act.
The Black Community, Black Church and HIV/AIDS
A plethora of literature has been amassed showing that African Americans, unlike
most immigrants to America, originally came involuntarily to America. Thus their culture
is significantly influenced by remnants ofAfrican life. Furthermore, the tremendous
differences among Black Americans based on individual personalities, level of education,
and social and economic status renders it impossible to view African Americans as a
monolific group (Weiger, 1978). Given the differences in people and circumstances as
stated above, it is hardly surprising that the black response to HIV/AIDS has been varied
and the African-American communities are at a point where some groups acknowledge
the presence of this disease as a problem while others categorically deny its existence.
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The Black Community
It isno secret that many who are aware of HTV/AIDS as a problem in black
communities are reluctant to aggressively assist in preventing the spread of this disease.
These attitudes are inextricably interwoven into their perception that this affliction is
primarily a white, gay disease. Therefore, the black unlike the white community has few
gay organizations that serve dual roles - that of a social support system and
simultaneously a conduit for the disseminators of information regarding safe sexual
practices.
It is widely believed that the black community is less tolerant of homosexuality
than white communities, and this differential condemnation is thought to provide the
basis for a disproportionate number of black male and female “closeted homosexuals.”
These beliefs are so widely accepted that some scholars even refer to the phenomenon
without the benefit of hard empirical data (Butts, 1988; Williams, 1986). One notable
exception to the Butts,(1988) and Williams,(1986) work is a study which hypothesized
that blacks are mole likely thaii whites to disapprove of extramarital and homosexual
relations (Aiston, 1984). More recently, Frederick, et al. (1991) conducted a study
comparing the attitudes of blacks towards extramarital sex and homosexuality.
Extrapolating from the aforementioned studies one may conclude that HIV/AIDS is
erroneously perceived as a disease that receives significant attention in black
communities.
A study was conducted which involved 2006 employees of the Tennessee Mental
Health and Mental Retardation (MH &MR) residential facilities. A total of eight facilities
were surveyed covering rural and urban areas of all three geographic regions of Tennessee
(West, Middle & East). Of the 1,782 subjects who provided data for age, a mean of 40-83
years and a standard deviation of 11.2 were found. Gender was reported by 1,876 subjects
with a distribution of 1,358 females and 521 males. Race was identified by 1,839
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respondents with a distribution of 815 blacks and 1,024 whites. The instrument used was
a 6-point Likert scale (0-5). The scale was administered during work hours. The results
confirmed the hypothesis that a greater condemnatory orientation towards homosexuality
is found in the black community than in other communities. Despite these findings, the
study’s design leads one to question whether the findings accurately represent the
attitudes, feelings and beliefs ofAfrican Americans. Fundamentally, the use of a Likert
scale appears to preclude accurately measuring the views of the respondents, In addition,
the external validity of the results is questionable, since the geographic area covered is
limited to only one state in the Southeast.
In searching the literature for an explanations to why the African-American
community has not seemed to mobilize against HIV/AIDS, Quimby and Friedman (1989)
advanced the notion that there are ideological reasons for the neglect which includes the
black church.
The Black Church
There is no denying that the black church, which has historically played a major
role in the black community, has been reluctant to acknowledge the current presence of
HIV/AIDS pandemic. These attitudes have persisted despite the deleterious and ravaging
impact this disease has had on the black community. According to Fernando (1993), the
attitudes espoused by the black church and Evangelical Christians is, in part, motivated
by their desire to restore moral and religious values, not unlike those which were a part of
their traditional upbringing. Thus, acknowledging the mere presence of HW/AIDS would
be tantamount to an endorsement of homosexuality and thus, a turning away from
Christian conservative values.
Much of the literature on the black church’s silent stance on HIV/AIDS suggests
that orthodox religious attitudes and religiosity have demonstrated negative attitudes
towards homosexuality and especially black men “on the down low,” (married men
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engaged in secret liaisons with other men). Although some of the church’s conservative
regulations predate the arrival of HIV/AIDS, the pervasive attitudes of the black church
continue to link HIV/AIDS with the gay lifestyle which is considered an abomination
against God (Larsen et al., 1983).
It should be noted that these views are not altogether limited to the black church,
but also reflects the consensus of opinion largely held by fundamentalist religious groups.
In 2001, World Vision commissioned a study through the Bama Research Group to
determine the willingness of the Christian community to be involved in the fight against
the 1-1W/AIDS epidemic. According to the study, when Evangelical Christians were asked
whether they would be willing to donate money to help children orphaned by ADS only
7 percent responded positively. More than half of those participating in the study stated
that they would not donate to the cause. Evangelicals were also less likely to support
educational efforts to prevent AIDS (Stems, 2000).
In a similar vein, Weeks (1989) explore the long standing relationship between
morality and society’s response to Sexually Transmitted Disease (STD). According to his
study there is a history of associating disease with moral issues. This connection is
seemingly viewed interchangeability with of the terminology such as sin and sickness
which explains why HIV/AIDS have been interpreted, by some, as punishment for moral
turpitude and moral lapses.
The position taken by the Black church has been surprising to social scientists
who have studied this institution. For centuries it has been a pillar for personal, political,
and social change and has been a catalyst in the forefront of efforts to ameliorate personal
and structural conditions experienced by African American. According to Quimby &
Friedman (1989), the black church has historically played a major role in the black
community but has, in many instances of late, turned a tin ear to the presence of
HIV/AIDS in the black community (Martin, Younge & Smith, 2003). This is unfortunate
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since African-American women, many of whom are afflicted with HIV/AJDS have been
the backbone of the church.
In conclusion, under the Reagan Administration, its view of HIV/AIDS was
identical to that of the Black church as both felt that America’s social problems were, to a
great extent, attributed to a decline in the moral and religious fabric of the nation and the
departure from family values as espoused by the Christian fundamentalist (Cole & Dann,
1994). Moreover, persons affected with the HIV/AIDS pandemic received little
sympathy, and few health supports from either the government or the church.
Within the past decade some change has been made. Although the Black Church
has been criticized for its reluctance to intervene more rapidly in the HIV/AIDS crisis, it
has begun to play a vital role in addressing the social and public health threat of this
dreaded disease in the African-American community. The final part of this literature
review focused on the spread of HIV/AIDS in the African-American community.
We turn now to an examination of five discrete variables that represent high risk
factors among African-American women. These include:
• Family relations and ties
• Perception of handling a crisis
• Psychosocial adjustment
• Patterns of maladaptive substance usage, and
• Life Satisfaction
Current estimates place the number of persons infected with HIV in the United
States between 800,000 to 900,000 individuals. Disparities in the rate of infection, as well
as prevention among African Americans and other ethnic populations remain a national
challenge (Update, 2000).
29
According to Whitehead (1997), the principal determinant of HIV risks in the
black community are psychoactive drug use and abuse, difficulty accessing culturally
sensitive health services, and the incidence of morbidity in vulnerable populations. In
addition, Whitehead believes that inadequate knowledge, myths, misconceptions, factors
related to cultural differences and a distrust of the health care system have exposed them
to greater risk than comparable groups in the United States.
However, Nyamathi (1991) posits that other life contextual factors are equally as
culpable in exposing women to the risk of infection. The author conducted research on a
sample of homeless women and found results which suggest homeless women with low
self esteem had high level of HIV infection as compared to women who abuse and use
psychoactive substances.
All these factors suggest that broader life contextual issues - including self-
esteem, fatalism, optimistic goals for the future and life satisfaction may serve as a
foundation for the enactment risk education and risk education intervention program in
communities with large percentages of vulnerable population (Nyamathi, 1993).
The spread of HIV infection has permeated all age groups and social strata of the
black community African-American adolescent and young adults are the fastest groups of
new infection and All)S cases nationwide, as well as major metropolitan areas. One of
the most severely affected areas is the city of Baltimore with one of the highest per capita
rate of infection in the United States (William, Ekundayo, 2001).
In fact, new research estimates that between 240,000 and 325,000 African
Americans is IHV positive. This means about one in fifty African-American men and
one in one hundred sixty African-American women are infected with the virus. In
addition, Affican-American women who comprise 13.6 percent of the US female
population account for 67 percent of all seropositive women and over 57 percent of
women fully diagnosed with AIDS in the nation. This means that risk of HIV infection
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for African-American women is 10 to 15 times greater than their white counterparts
(Centers for Disease Control, 2001).
The infection rates have also reached epidemic levels among African pediatric
cases. Cumulative reports nationwide indicate that 59 percent of all reported pediatric
AIDS cases were African American. Currently, statistics indicates there is dramatic
increase in the rates of infection. In fact, in the last three years, the cumulative total
increased by 3 percent among this group rate of 63.8 percent (CDC, 2000).
It has been a troubling situation to African-American scholars and public policy
makers as to how to abort the spread of this malady. Most agree that the problem of AIDS
epidemic among African Americans is intimately related to low educational levels, under
representation of African-American health and medical professionals, poverty and factors
linked to emotional and behavioral issues (Speers & Lancaster, 1998).
In a study conducted by (Stoskopf, Richter & Kim, 2001) the authors examined
factors impacting health status in African Americans. The unit of analysis of the study
was 111 African Americans newly diagnosed with HIV/AIDS. The study involved
distinctive stages. In the first stage, the researchers developed health proxy variable by
combining perceived health status and daily task functions. In the second stage major
factors that impacted health were identified through logistic regression model using the
proxy variable as the dependent variable. The average of the participants was 35.6 years.
Sixty were males and fifly females. The number of people with income over $10,000 was
73 and the number of household with gross income over $10,000 was 85. Those who
reported having a primary care physician was 55. The results of the study suggests that
there was statistically significant difference in health status proxy variable between male
and females, those employed and those unemployed, those with higher levels and those
with lower level of education. Perhaps the most interesting finding from the study was the
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fact that those participants with public insurance (Medicaid or Medicare) showed no
significantly reported better health status and well-being than those with no insurance.
The authors provided no plausible explanation for this finding. First they suggest
that the health services provide by public insurance is vastly inferior to those provide by a
primary care physician. Second its impact on the health of those who utilized the services
was minimal. Third, the authors believe that this supports earlier hypothesis about the
spread ofAIDS which links HIV and the poor health status of African Americans.
VARIABLES ASSOCIATED WITH RISK FACTORS AFFECTiNG
AFRICAN-AMERICAN FEMALES WITH HIV/AIDS
Family Relations or Ties
In much of the existing research on HIV/AIDS, an examination of family relations
between infected persons and their kin invariably occurs. Updated statistics recently
released on (9-04), by the Centers for Disease Control and Prevention indicate that almost
72 percent of new FUV diagnosis among women are African Americans. Given these
statistics coupled with co-morbidity factors (which reflect problems of poverty, racism,
disenfranchisement, and healthcare, it is important to look at the family supports these
women may, or may not be receiving.
Without question the family is one of the strongest and most enduring traditions
that exist in black communities. This tradition is reflective of the bonds that were
established more than 300 years ago. Family relationships or family ties can be defined as
measures of the interactions and feelings which members hold toward their kin. As a
social institution, the black American family is conceptualized quite different from the
Eurocentric or nuclear family and includes what Stack (1974) describes as “fictive kin
ties”(close friendship ties that replicate many of the rights and obligations usually
associated with family ties. In such family constellation expressions of love and
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communications caring for each other in time of need, and support and comfort are the
norm.
Understandingly, in contemporary America a majority of African-American
women especially those with childcare responsibilities are hesitant to engage in risky sex
behavior. However, if an African-American women strays too far from the family fold,
engage in licentious passion, and risky sex behavior, contract 1{IV/ATDS or other
destructive illnesses, relationships with the family may be imperiled as her behavior may
place a negative mark on the entire family. Moreover, contracting 11W/AIDS on the part
of a wayward member is basically associated and entwined with family and friendship
based relationships.
Because black families hold strong religious values, when a member engages in
risky behavior, and is affected with I-TIV/AIDS, their support for this member is severely
challenged- mainly due to the religious beliefs they hold. In such cases, the afflicted
person is alienated from family and community and therefore suffer from isolation.
Recently however, some change has been made and black families are giving more
support to persons with 11W/AIDS.
At this juncture, we must examine the depth of the concept of family relations in
context and the pro and con arguments offered by scholars before and during the 1960’s.
When E. Franklin Frazier published his classic work on black family life which contained
heavy input by Park, Burgess, and other white members of the “Old Chicago School,” he
focused negatively on problems in the black family rather than on their strengths. This
pathological focus gained additional attention with the publication ofMoyniham’s report
on the Black family. In his study, Moyniham recorded evidence of black family: (1)
dysfunctioning, (2) high incidence of illegitimate births, (3) household headed by
females, (4) welfare entitlement, and (4) broken marriages (Moyniham, 1965).
33
However, in the late 1960’s Billingsley (1968) presented a radically different view
of the Black family. He posits that the majority of their black families are self-supporting,
have stable marriages despite oppressive, hostile socioeconomic political and cultural
forces that has threatened their survival. This viewpoint has been supported by Daly
(1995), who contends that the Black family and community have served an incalculable
role in ameliorating the plight of the African Black people. Furthermore, Daly suggests
that the extended kin and community networks have historically helped black families
buffer psychological isolation, depression, stress, anxiety symptoms and ease the effects
of poverty and disseminate healthy lifestyle practices among children.
In addition, Daly (1995) believed the group orientation favored by the black
community ( as opposed to the individual orientation) plays a significant role in the
development of ego, strength and self esteem in African Americans. Further, group-
derived strength can mediate against the deleterious effects, the Black family as a group
received from the larger society.
Thus, predominant values that undergird the African-American family tradition
are a strong sense of responsibility for each other, sharing material needs, caring for each
other and respect for elders. These enduring cultural values have allowed this institution
to diminish the negative consequences of racial oppression, poverty, social injustices and
wealth disparities that afflicts the African-American community (Billingsley, 1992).
Billingsley’s view has been supported by Cariton-Lahey (1999) who emphasized
mutual aid as a fundamental part of the black self-help tradition. This authority
conjectured that the ability of Blacks to pool their material and economic resources have
not only ensured the survival of black people continues to play a vital role in the
amelioration of some of the deleterious social and health problems that plague the
community.
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Defrain (1999) conducted cross-cultural studies on family positive functioning.
He believes that studies should devote more attention to family relationship in order to
strengthen and preserve the family unit. Defrain’s studies showed that the most successful
families share clearly defined characteristics: commitment, appreciation and affection,
positive communication and spiritual well-being. He suggests that an expression of these
behaviors in families helps children and families to develop pro-social and life-enhancing
qualities. As a result, they are less likely to engage in self destructive practices, such as
alcohol consumption and high-risk sexual habits that may result in a IHV/A11)S affection
and thus, threaten the structure of the family unit.
In another study, Biegel and Magaziner (1991) compares the potential moderating
influence of social support in reducing stress and major depression in a sample of black
and white elderly people at risk for institutionalization. The researchers collected data
from a sample of 191 residents in the Pittsburgh area. Approximately 50% of the sample
were Blacks and the remaining sample was Caucasians. The researchers found results
which indicated that social support networks produced significantly different results for
the African-American sample than for the white participants. The results showed a greater
relationship between the level of social support and depressive episodes for African
Americans than for their white counterparts. The authors concluded that differences in the
efficacy of the social support of African Americans is attributable to their being more
economically disadvantaged than whites; thus a greater reliance is placed on support
networks to ameliorate psychosocial stresses.
In a similar study, Mitranni, Prado, et al. (2003) investigated the impact of
supportive family relationships and the impact on intervention programs designed to
alleviate psychosocial stress among IIIV positive African-American families. The study
involved a sample of 209 HIV positive African-American females who were enrolled in a
longitudinal study on the efficacy of participants randomly assigned in a Structured
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Ecosystems Therapy Group (SET). The investigators describe SET as a family ecological
approach which emphasizes strong participation of a client’s formal and informal support
system in their treatment program. The results suggested that family support increased
11W client participation in treatment intervention and was effective in reducing the
psychosocial stressors related to their disease. The researchers believe the findings of this
study has potential to improve AIDS prevention interventions geared towards groups that
are HTV negative but are at increasing risks for HIV/AIDS infection.
In an earlier research, Bowser (1992) conducted a study which examined that the
participation of African-American females as a vital resource in the fight of HIV/AJDS in
the African-American communities. The researchers contend there are four important
reasons why family involvement is a critical factor in fighting the spread of AIDS: (1)
African-American families are providing emotional support and continued socialization
for its members; (2) the family is an important resource for disseminating AIDS
information to the family and the community; (3) prevention programs that emphasize
“family” helps to reduce the social stigma and stereotype associated with AIDS; (4)
educational partnership with the African-American family and community helps to reduce
the cost associated with ill health.
Icard and Schilling’s (1995) investigation is classic in the list of studies on family
relations and community involvement. Here the researchers put forward the idea that
intervention strategies that incorporate and emphasize family and community
involvement is effective in reducing the spread of HIV/AIDS in African-American
communities. The study involved 102 adults recruited from community and church
groups within the African-American community. The participants were divided into two
groups to test human sexuality and sexually transmitted disease (HSSTD). The control
group of participants received instruction on the biological aspects of human sexual and
sexual disease. The experimental group received the same training as the control group
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plus training in communication skills and problem solving techniques. Both groups
(referred to a HSSTD and HSSTD +) received training in fly/AIDS education and
prevention strategies. Data were collected using a self-administered questionnaire in
group settings.
To help determine the effects of the intervention and to describe each participant’s
background data was collected on: (1) history of exposure to other AIDS intervention
programs; (2) perceived chance of getting AIDS; and (3) demographic variables, then the
researchers examined three classes of variables at pretest. In addition, the researchers
used five items to assess the participant’s previous exposure to AIDS messages. The
dependent variables included four types of outcomes: (1) AIDS knowledge; (2) AIDS
attitudes; (3) sexual self-efficacy; and, (4) problem solving. Analysis of the pretest data
suggests that the participants in the HSSTD + training perceived themselves as more
comfortable talking to parents and adults about AIDS and safe sexual behavior than
those in the HSSTD group. Moreover, participants in the HSSTD + intervention also
reported a greater willingness to reduce or change their high risk sexual behaviors than
the participants in the HSSTD group.
Icard and Schilling (1995) contend that these findings represent a significant step
toward implementing culturally specific HIV/ADS prevention programs that can reduce
the spread of this AIDS virus in the black community especially among black women.
The researchers believe prevention programs that emphasize family involvement would
be more effective in successfully navigating some of the cultural values that have
historically thwarted prevention programs.
Following the Icard and Schilling study (1995), in 2003 Owens conducted a
qualitative investigation that examined the influence of family support in African
American women with HIV/AIDS. New Jersey Women and AIDS Network (NJWAN)
was the selected site for the participants. The study sample involved a total of 18 women.
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Participants ranged in ages from 31 to 49 years. The average number of years of
education was 8.8 years. The socioeconomic status of the participants was reflective of
the lower socioeconomic strata with monthly income ranging from a low of $140 to no
more than $2000. The study examined three salient categories of support: (1) emotional
(2) concrete and, (3) cognitive information. The emotional support category was
subdivide into three facets. These sub-facets included affective support, family
commitment and family acceptance.
Qualitative analysis of the findings suggested that in the area of affective support,
the majority (72 percent) of the women mentioned receiving love, care and sincere
reassurances from their families in the area of concrete support, which was defined by the
researcher of this study as tangible support, and the majority 72 percent had some family
members on whom they could depend. In the area of informational cognitive support,
only one of the participants indicated they received this support. In this study, information
or cognitive support was defined as providing information on how to cope with
HIV/AID S
On the variable of family related stress, a majority of the women 89 percent
valued affective support, because it provided them an opportunity for them to
communicate their declining health status to a close family member as one of their
primary concerns. In addition, 39 percent of the participants expressed concerns about
families’ availability if, and when, their health status started to significantly deteriorate.
While 66 percent of the respondents voiced concerns about their families’ ability to
provide competent care should their situation deteriorate, one fifth reported that their
families’ lack of knowledge about HIV/AIDS transmission was a source of great stress.
Family members’ lack of knowledge resulted in hurt feelings, depression, frustration and
the afflicted member was made to feel like an outcast.
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Candan (2000) examined the implication of family connectedness and the sexual
behaviors of women on the prevention of sexually transmitted diseases in the United
States. The study was conducted using cross-sectional data from a pilot study. This data
was analyzed for correlations between self-reported high risk sexual practice, the range of
extended family with whom the respondents were in contact, and the awareness of stories
pertaining to intergenerational family histories. The researcher’s findings indicate that in
both the clinic sample and the STD sub-sample, respondents who reported at least
monthly contact with immediate or extended family was correlated with statistically
significant less risk-taking behaviors. On the other hand, those respondents who had less
frequent contact or ties with family exhibited a higher level of high risk sexual practices.
Landau (2000) suggest that the findings which indicate that family contact and
family knowledge are correlated with lower risk-taking behaviors can serve as a
mechanism for HIV/AIDS prevention and education efforts. He suggests that families
with strong ties and a tradition of cohesiveness generally possess a strong set of core
values which are disseminated through family stories and through their elders who serve
as a resource for family knowledge. Hence, these core values exert a strong influence on
inhibiting high risk sexual practices. By contrast, families with no tradition or core
values, and those with dysfunctional relationships tend to manifest higher sexual risk
practices.
A study by Pelton, Forehand, Morse, and Simon ( 2001) assessed the impact of
father-child contact in inner-city African-American families with maternal HIV/AIDS
infection. 246 African-American women participated in the study. Forty percent was
classified as HIV seropositive along with one of their non-infected children. The
researchers examined several indices of father contact with children by comparing three
groups of families: (1) those families without maternal HIV infection; (2) those where the
mother is in the asymptomatic stage ofHIV infection; and, (3) those where the mother is
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in one or more advance stages of infection (symptomatic of AIDS). The researchers
utilized two global indices of father contact. These included: (1) percentage of children
whose fathers live in the home; and, (2) regardless of whether or not the father resides in
the home, contact between father and child was evident.
The findings by Pelton, et al. (2000) suggests the children of women who were
seronegative had better family relationships. Those children whose mothers were infected
tend to: (1) have a smaller ratio of fathers who are still living; (2) tended to have fathers
who were also HIV infected or were recently deceased as a result of the disease; and, (3)
those whose fathers were still alive, those father were unlikely to be residing in the home.
In addition, in the maternal I{IV-infected sample, fathers were more likely to have died
from AIDS as compared to those participants in the non-infected group.
It is clear therefore, from all available studies that relations and ties in African-
American families play a significant role in diminishing risk-taking behavior engaged in
by a! female wayward members. Also, that the family is still available to provide some
measure of comfort to its black women and their children who have been diagnosed with
HIV/AIDS.
Perception of Handling Crisis
Although African-American HIV/AIDS-affected women encounter multiple units
of stress. Their response to this crisis is especially significant (Totter, 1996). Crisis
implies that an individual experiences feelings of helplessness and resignation and the
urge to surrender. These individuals feel they have no control, that life is meaningless,
and that nothing is progressing in a positive way, as seen in Table 1 (Ajo, 1992)
For African-American women who are at risk and those who are infected with
HIVIAIDS, both variables are in play and must be addressed, if the mental resources of
these women are to escape deterioration.
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TABLE 1
Perception of Handling a Crisis and HIV/AIDS Risks
Perception of Handling a Crisis Events or Crisis Level of Risks
Feeling that external life events Unemployment, Poverty High
control one’s life
Feelings of giving up Health problems High
Feeling that nothing matters High-risk sexual behavior High
Feeling that life has no meaning Drug and alcohol addiction High
Source: Table created for a Ph.D. Dissertation, Clark Atlanta University, 2004
In examining in further detail the way people generally handle crisis, Seligman
(1990) describes external reaction as learned helplessness. It involves relinquishing the
will to fight; believing that one is powerless to avert his or her internal and external
circumstances. Individuals experiencing these mood conditions, frequently lack the
motivation to make healthy lifestyle choices. They typically experience and oftentimes
participate in many high-risk behaviors that ultimately, and significantly, impact their
lives.
Seligman (1990) makes a critical distinction between an individual momentarily
experiencing a bout of hopelessness and the instances where the feeling becomes
pathological. In the latter state, for weeks at a time, a person may experience prolonged
feelings of vulnerability. This deviation from the normal life experiences is what
Seligman (1990 p.77) refers to as a “pessimistic explanatory style” which is defined as a
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pessimistic explanatory style as a negative and immutable explanation of life’s situation.
Generally, this unenthusiastic, harmful view of life transcends the person’s immediate
situation and becomes pervasive throughout their entire life experience. Making
permanent the explanations for specific life disappointment is what poses the health risks
for many individuals.
Other scholars have a different perspective on what motivates human behavior
which is relevant to HIV/AIDS virus. Most scholars, however conclude that what
humans do, they do for specific tangible reason. According to these viewpoints, emotions
are often expressions of social interest that are meant to coincide with certain behaviors
and these behaviors do not always serve to the individual’s advantage (Rasmussen, 2003).
Others who hope to press their perspectives of handling a crisis are Mosuk and
Maniacui (1999). They argue that an individual’s emotions can be categorized in six
primary safeguarding behaviors. These symptoms include: (1) excuse; (2) aggression; (3)
distance; (4) seeking; (5) anxiety; and, (6) exclusion tendency. The authors believe that
the manifestations of specific emotional responses are set in motion by some specific
gains by the individual. Thus, a person’s negative emotional responses may be a direct
attempt to obtain assistance from others.
During the past decade, the mind-body connection to health and disease
progression in humans has gained widespread attention from researchers. Through these
controlled studies, several links have been established between a person’s psychological
responses to a disease and the disease itself. Thus, if an African-American woman
believes she is in control of her own physical resources she will seek comprehensive
treatment for herself (Schwenk, 1999).
Exactly what dynamics are at work in determining how perception controls an
individual’s behavior is not known. Some researchers have discovered that people with
low control were less involved with self-initiated care were less optimistic about
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treatment outcomes, and rated their health status negatively. They also had some acute
illness, more bed confinement and rated their health as poor (Seeman & Seeman, 1993).
Levenson, (1981) developed a Tn-dimensional scale to measure internal control,
powerflul others control, and change control. He defines internal control as a person’s
belief in his or her abilities to manage life situations. Powerful others control was defined
as a belief that individuals or social institutions can exercise powerful influences over
one’s life. Chance control was defined as events occurring by a mere “luck of the draw.”
In other words, events occur in one’s life without any identifiable internal or external
factors.
Levenson (1981) inferred from his study that individuals identifying with or
exhibiting chance control tendencies were more likely to speed, drink alcohol and drive,
and engage in more high-risk behaviors. Powerful other control was more related to
somatic complaints and internal locus of control was positively connected with better
health outcomes. This study therefore shed light in terms of understanding the risks some
African-American women take that leads to an HIV/AIDS affliction.
Wallston, Wallston, and Devellis (1978) expanded on Levenson’s model by
developing the Multidimensional Health Locus of Control Scale (MHLC) which
measures a person’s belief about health behaviors. The researchers added other measures
to the scale which included aspects of Social Learning Theory, Expectancy Theory and
the Hardiness Construct. The Hardiness Construct suggests that positive health outcomes
were related to a sense of control, commitment to self and the idea that change is a
challenge rather than a threat.
Other studies suggest that an optimistic life outlook influences positive health
outcomes. This perspective of optimism is based on research and clinical reports which
suggests that one’s ability to regulate one’s personal behavior has significant impact on
the kinds of pathology that may develop later. Psychologists refer to this as a
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conceptualized dispositional optimism which is defined as a person’s tendency to have
positive or negative outcomes in different areas of their lives. Overall, optimists are more
apt to use more problem-focused skills than pessimists. In addition, individuals having
an optimistic orientation are more likely to successfully complete aftercare programs in
drug and alcohol treatment (Strack, Carver & Blaney, 1987).
Seligman (1991) posits there is no statistically significant difference between the
life obstacles confronting either the optimist or the pessimist. The difference lies in their
approach to its solution. The optimist tends to be more resilient while the pessimist
resorts to resignation and helplessness in the face of crisis or obstacles. Seligman believes
that it is vital for clinicians to assess their clients coping style in their treatment and
intervention efforts. Thus, Seligman questions why more empirical studies are not
conducted on the health benefits of positive emotions.
Fredrickson, Tugade, Waugh, and Larkin (2003) argues that positive emotions are
significantly more difficult to conceptually and operationally define than negative
emotions. For example, it is difficult to make a clear distinction between joy, amusement
and serenity; whereas, anger, fear and sadness are distinctly different experiences.
Furthermore, negative emotions have easily identified facial expressions that imbue them
with universally recognized signal value. That is to say one can easily identify anger, fear
and sadness based on facial expressions. Happiness measures are not as easily adaptable
to empirical research.
Watkins, Woodard, Tamara, et a!. (2003) conducted a series of studies to assess a
measure of gratitude and its relationship to subjective well-being. A total of 104 students
from an undergraduate psychology course at Eastern Washington University participated
in the study. Subjects for the study were randomly assigned to one of two conditions. In
the gratitude condition participants were asked to recall things they did over the previous
summer that they felt grateful for. In the second condition, participants were asked to list
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things they wanted to do over the summer but were not able to do. Participants engaged in
these tasks for five minutes. Following this procedure participants were directed to
complete a five-point Likert-type scale indicating how grateful they felt for the summer.
The researchers found results which indicated gratitude causes increases in a
number of positive-effect variables including hope, happiness, and overall well-being and
a decrease in incidences of depression. The research also indicated that grateful
individuals have a sense of abundance, do not believe that life cheated them and gained
satisfaction from simple pleasures.
In a similar study, Hobbis, Turpin, and Read (2003) designed a study to
determine whether patients with Abnormal illness Behavior (AIB) and the related concept
of external Health Locus of Control (HLC) are significant characteristics of Functional
Bowel Disorder (FBD) representative of underlying psychopathology. The study found
results which did not support the research hypothesis.
Grunfeld, Jahanshah, Gresty, et al. (2003) also conducted a study to compare: (1)
two generic measures of Health Locus of Control; (2) to examine the relationship
between locus of control and self-reported severity of vertiginous symptoms a total of 106
patients participated in the study. Instruments included: (1) the Vertigo Symptoms Scale
(VSS) which comprised of 36 questions developed to assess frequency and severity of
symptoms; (2) a Multidimensional Health Locus of Control Scale (MHLCS); (3) the
Recovery Locus of Control Scale (RLCS), a nine item scale designed to measure the
internality and externality of a person’s perceived control over the course of their
recovery.
The results indicates that patients who scored high on the chance locus of control
measure attributed their recovery to external sources over which they have little or no
influence. Patients who scored high on the internal locus of control measures reported a
greater reduction in vertigo symptoms as well as significant reduction in side effects.
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They also were morel likely to be involved in healthy lifestyle behaviors and showed a
greater tendency towards self-initiated healthcare.
In yet another study, conducted in Scandinavia by Chen, Peng and Chang (2001)
the investigators compared the Health Locus of Control (HLC) and perceived social
support level of cancer and AIDS patients. Subjects for this research included 219 cancer
patients and 122 patients diagnosed with AIDS. The researcher used two instruments. The
first instrument was the Personal Resources Questionnaire (PRQ) which was designed to
assess health locus of control orientation and perceived social support. The second
instrument was the Multidimensional Health Locus of Control (MHLC), an 18 item
likert-type scale which measures the degree to which individuals believe that health
outcomes are influenced by self, internal chance, or powerful others.
The results of this study suggests that HIV/AIDS patients had higher internal
HLOC than cancer patients. The researchers theorize that the difference in perceptions is
attributed to the nature of the different illness. Most individuals with AIDS can attribute,
with some certainty, their illness to a particular behavior, i.e. engaging in unsafe sex,
needle sharing, drug abuse etc. Unlike AIDS, behaviors, such as chewing tobacco or
smoking could be conclusively designated as having caused cancer. The investigators
believe that in the case ofAIDS patients, the higher measure of internal locus control
occurred after the diagnosis of HIV/AIDS. The investigators suggests that HIV/AIDS
education programs should therefore implement strategies to assess the perception of
locus of control in groups identified as posing a high risk for HIV/AIDS.
What these studies suggest is that certain behaviors are in evident during periods
of crisis. Moreover, the way African-American women deal with crisis after they have
been involved in risk-taking behavior will determine the kind of resolution that will be
employed in solving their problems. Further, these studies will assist practitioners to
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assess the likelihood of African-American women completing comprehensive educational
initiatives that can prevent them from becoming at risk for contracting HIVIAIDS.
Psychosocial Adjustment
Psychosocial adjustment problems are defined as psychological problems caused
by the death of a spouse, divorce, sexual difficulties, or injuries due to violence . In this
writing there are four facets of psychosocial adjustment problems that affect African-
American women at risk for HIV infection. These include (1) women who have
experienced the death of a spouse ; (2) women who have experienced divorce; (3) women
with a history of experiencing violence and personal injury and; (4) women who
experience sex difficulties.
A growing body of literature suggests that the psychosocial status of African
American women has specific dimensions when related to HIV/AIDS risk factors. In fact,
Much of the feminist literature indicates that when these women experience psychosocial
distress behaviors they display passivity and ultimately are candidates for exploitation
(Jack, 1991).
Death of a Spouse
The first aspect of psychosocial adjustment to be examined is the impact of the
death of a spouse on the well-being of African-American females. There is a paucity of
well designed controlled studies which show the correlation between bereavement, abuse,
suicidal ideation, and increased mortality among women mourning the loss of a spouse.
For instance, after the death of a spouse some grieving African-American women
experience major depression which significantly impairs their judgement, and their ability
to avoid behaviors detrimental to their physical and mental health. Persistent evidence
reveals that depressed individuals often become socially isolated, and estranged from
their support network. Consequently, in the midst of this acute distress they engage in
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high risk sexual behaviors as a mechanism to suppress their grief (Mcorney & Moore,
1988). Often, this grief suppression leads to sexual affairs that result in an affliction of
HIV/AIDS. The problems of psychosocial adjustment in African-American women also
extends beyond the boundaries of spousal bereavement and include issues related to
divorce.
Divorce
One of the most salient problems one faces in a divorce encounter is being alone
with total responsibility for one’s family. This new responsibility has compelled
contemporary sociologist to describe this circumstance as “role strain”. Role Strain is
defmed as the difficulty that arises when a person’s social role or position imposes
competing and conflicting demands which they are unable to meet (Sambaed, 1972)
The literature reveals that when African-American women experience role strain
they often resort to high risk behavior as a method of alleviating the distress. This pattern
of behavior sometimes leads to impaired judgment and poor decision-making.
Rimonte (1991) believes that literature fails to adequately respond to the need of
women based on their unique and social context. After all, African-American women
may not be able to adjust to divorce due to the social economic and cultural pressures that
may alienate them from their larger cultural group. Clearly women who live in settings
where community values takes precedence over individual concerns , insurmountable
obstacles are present. Therefore, these women may turn to persons unknown and to
community members when they find victims of the HIV/AIDS virus.
In a related study highlighting psychosocial adjustment as it relates to divorce,
Forte et al., (1996) utilizes the psychological model developed by Franks (1989). In this
model, oppressive situations and the roles women assume and use as a framework for
understanding their exposure to abusive situations is employed. Unlike other models
which offers a one-dimensional or single-factor explanation, this model takes situational
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pressures like divorce, self-esteem issues, and relationship pressures and utilizes them asa
basis for further analysis. A total of 146 women participated I this study.
A thirteen-page survey instrument was administered to 151 women. Univariate
and Bivariate statistical analysis were utilized to assess the difference between battered,
divorced women and those who were not battered. The results confirmed many of the
hypotheses presented. As noted, many battered women who were later divorced view
themselves as relatively powerless in their circumstances which suggested that they were
at risk for practicing unsafe sex which may result in ITJV/AIDS.
Violence and Personal Injury
One of the most prevalent psychosocial adjustment problems faced by African-
American women occur because of their exposure to personal injuries inflicted by a
spouse or a close relative (Quilliam,1994). According to Hoffman (1992) the problem of
personal injury and violence persists as a serious and tractable impediment to harmonious
and mutually respected male-female relationships. Regardless of its severity, violence is
defined as an act of physical or emotional encounter that is perpetrated against an
individual(s) by a member, or members , of the opposite sex. The perpetrator can be male
or female, stranger or friend, black or white, and, or current or past associates. More
specifically, violence is divided into two categories. The first includes various physical
acts such as those seen in Table 2.
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Table 2
Indicators of Violence in African-American Families
Physical Abuse Emotional Abuse Sexual Abuse Economic Abuse
Beating Alienating Forced to perform: Cancelling allowance
Biting Belittling Anal sex acts Canceling charge cards
Branding Berating Fondling in public Cancelling insurance
Choking Blaming Forcing spouse to Failure to pay children
mimic pornography school lunches
Grabbing Bullying Genital sex acts Hiding keys
Harassing Coercing Oral sex acts Hiding purse
Head banging Cursing Rape Threatening to make
spouse/children
homeless
Hitting Cutting off Sex with children Threatening to
friendships repossess car
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Source: Table prepared by Dr. Letha A. (Lee) See in Handbook of Violence. Edited by
Lisa A. Rapp-Paglicci, Albert R. Roberts, and Johns Wodarski; New York, John Wiley
and Sons, 2002.
While violence can affect either male or female, the literature indicates that the
most pervasive form of this violence s committed against women by men. Therefore, this
discussion will focus on violence against the female gender, or gender-based violence.
Collymore (2000) suggests that one I three women worldwide suffers some forms of
gender-based violence. Women are threatened with this violence from birth to old age. In
certain societies and cultural settings, the mere fact that the individual is a female
predisposes her to violence. This includes abortion of female fetuses after identification
of their gender through ultrasound testing, child sexual abuse, rape, abandonment, human
trafficking in the commercial sex industry, lack of opportunities for women to receive
education, and murder and abuse of the elderly. These abuses have considerable effect on




Another problem related to psychosocial adjustment of African-American women
who are at risk for contracting HIV/AIDS concerns spouses or sexual partners. Sexual
difficulty is defined as a sexual relationship that lacks intimacy, mutual respect and
sharing. One complaint reiterated by many women is that their spouse or sexual partner is
not sensitive to their needs and desires. As a result, they often acquiesce to sexual
practices and behaviors detrimental to their well-being.
In some countries, it is believed that when a man experience sexual difficulty
sexual relations with a virgin female bestow on the man curative and healing benefits.
Moreover, child sex abuse is associated with myths such as sexual relations with young
girls and virgins will cure HIV/AIDS, strengthen one’s immune system and restore male
virility and youthlIilness (Matsui, 1996). Therefore it can be seen that sexual abuse plays
a important part in placing women and children at risk for contracting HIV/AIDS
Patterns of Maladaptive Substance Usage
In order to fully understand and systematically report the negative risk factors that
may give rise to HIV/ATDS in American women it is important to examine five distinct
variables: (1) Family Relations or Ties; (2) Psychosocial Adjustment; (3) Perception of
Handling a Crisis; (4) Patterns of Maladaptive Substance Abuse; and (5) Life
Satisfaction.
On the variable of Patterns of Maladaptive Substance Abuse there is a need to
understand how African-American women become involved in illicit biochemical and
psychoactive drugs and how this involvement leads to undesirable and maladaptive
behavior. Additionally, it is essential to identif~r some of the substances of their choice
and provide information regarding health risks that are involved.
A growing body of data suggests that there has been an explosion in the
professional as well as popular literature regarding I{IVIAIDS, and even greater
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proliferation of data has surfaced showing the connectedness between substance abuse
and HIV/AIDS. Referable to gender, most investigations have focused on white women
in general and infrequently on African-American women. It should be noted that only
when it was disclosed that African-American women were the fastest growing AI1)S-
affected group that variables such as substance abuse attracted the Nation’s undivided
attention as a serious risk factor for transmitting Afl)S.
Illicit Drug Use among African-American Women
Lichtenstein (1997) in his research reported on African-American women and
their initiation into the crack cocaine and other drug culture. He noted that these women
are generally introduced to illicit drugs by male family members, boyfriends, or male
friends. These investigator observe that while there is often little overt pressure to
experiment, the availability or curiosity value of illicit drugs often provide an impetus for
use. Ostensibly, there seems to be a chain of events reported by a number of researchers
that gives rise to high risk behavior that are engaged in to obtain these substances. First,
introductions occur within the context of a party or in casual or family settings. Older
men were “experts” in supplying new consumers samples of drugs since they know the
new potential customer has little knowledge of the rituals of drug-use supply. For
African-American women, initiation is often a “rite of passage” and in order to “belong”
these women display a strong desire to experiment. One woman recalled the excitement
of her initiation by saying,” When I saw those men at the time it was like “Wow! Let me
try it too.” So that’s how it went.” The few Caucasian women were more likely to report
some major life stressor (divorce or widowhood) as a trigger for illicit or illicit drug
raking. Illicit drugs seemed less a part of their everyday family or community life, and
were not a marker of adulthood.
Many African-American women who are overcome with the multitude of social
and family of problems often seek mechanisms for escape by turning to psychoactive and
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biochemical substances. Generally, their drugs of choice include alcohol, opiates,
stimulants, cannabis, hallucinogens, inhalants, sedatives and hypnotics (see Table 2). Of
these categories, alcohol and the stimulant crack cocaine are the drugs of choice Goldberg
(1995).
Table 3
Classes of Drugs Used by African-American Women
Classes of Drugs Effects of Drug Usage Description of Drugs
Alcohol Central nervous system Beer, Wine, Distifled
depressant beverages, Ethyl alcohol
Opiates Calming effect, produces Pain killers, Oxy-contin,
euphoria Percocet, Percodan, Heroin
Stimulants Hyperactivity, agitation, Crack, Cocaine, Ecstacy,
euphoria
Cannabis Euphoria, cognitive Weed, Pot, Ganja,
impairment, anxiety, panic Marijuana
attacks, impaired memory
Hallucinogens Impaired sense of direction, Phencyclidine (PCP), Angel




Inhalants Deplete oxygen supply in the Gasoline, Glue, Lighter
body, causes physical and Fluid, Paint Thinners,
mental impairment Correctional Fluids
Sedatives and Facilitate sleep, intoxicated Downers, Benzodiazepine,
Hypnotics state Valium, Xanax, Ativan,
Halcion, Phenoborbitol,
Seconal, Nernbutal, AmytaL
Psychoactive substances are defined as chemicals that affect the central nervous
system altering the users thought pattern, moods and, or behavior. The Diagnostic and
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Statistical Manual of Mental Disorders (DSM-IV-R, American Psychiatric Association,
(APA), 2000), categorized psychoactive substances into 10 classes: alcohol; cocaine;
hallucinogens; inhalants; nicotine; opiates; phencyclidine; (PCP) or similar acting
sympathomimetics; cannabis and sedatives; and hypnotics or anxiolytics. These physical
substances produce different physiological and psychological changes. Some of which
have low addictive potential; while others, like crack cocaine, are more highly addictive.
There are different ways to consume these drugs. Cannabis, nicotine and crack cocaine
are typically smoked; while others, such as hallucinogens and sedatives are ingested.
The use of these substances produces different physiological changes in the
human body. Some drugs, like amphetamines and cocaine, produces euphoric effects
while others cause the user to feel down or relaxed. The relaxation effect drugs include:
sedatives, hypnotics and anxiolytics (Beckett et al., 1993). This relaxed feeling is
welcomed by African-American women who are burdened and distressed.
A review of the literature suggests that historically psychoactive substances have been
used by men and women in many cultures since prc-historic times. For many centuries,
substances have served individual and social functions. On an individual level they have
been used to alleviate adverse emotional states, physical symptoms and to stimulate
altered states of consciousness. On a social level, psychoactive substances have been used
to facilitate rituals, ceremonies and medical functions (Westmeyer, 1991).
More recently, as of 1968, the World Health Organization (WHO) conducted
studies which indicate that widespread drug abuse of men and women impacted the social
development of many of the world’s economies (Cameroon, 1968).
In the United States, drug policies have been profoundly affected by historical and
socio-cultural attitudes towards psychoactive drugs as a spectrum from less restrictive to
more restrictive. For example, between the late 1700’s and the late 1800’s psychoactive
substances (especially narcotics) were widely used in the United States and prescribed
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with few, if any legal restrictions (Musto,1991). In fact, Brecher (1972) describes 19th
Century America as a dope fiend paradise due to its minimal restrictions on many
psychoactive drugs and the widespread social acceptance of its usage and abuse.
Unfortunately, Black women at risk were among the users. Despite society’s apparent
acceptance of drugs habit, when this usage began to produce negative effects on
individuals and families, society’s tolerance was replaced with intolerance.
The late twentieth Century and the New Millennium has heralded a climate of
more stringent policies toward drugs usage and addiction. Indeed, the current war on
drugs which was initiated by the Reagan administration and was continued by the Bush
and Clinton administrations, has been viewed by many scholars, as a structured policy
which has significantly affected the African-American and Latino communities; despite
the fact that Caucasians compose the majority of drug users and traffickers. Moreover,
this new trend has significantly impacted the incarceration of African-American women
who now comprise more than half of the female prison population (Kirk & Accuse-Rey,
1998; Bureau of Justice Statistics, 1999; Bush-Baskette, 1998). Despite it all, the negative
legal, social and vocational consequences, drug usage continues to permeate the
American human landscape.
Stimmel (1991) argues that individuals to include African-American women
continue to use drugs in the face of negative consequences in order to mask pain, to
experience exhilaration and top share the excitement with one’s peers who are also drug
users. Some black women believe that for some individuals, there is the underlying
expectation that drugs will increase efficiency, improve fluency, decrease social phobia,
reduce boredom and enhance creativity. With this frame of reference, drug usage seems
to gain control of the individual. Their goals, values and attachment become subordinate
to using drugs.
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Prochaska et al., (1992) poses a radically different point of view on the
progression of drug usage. They suggest drug usage entails a more gradual process where
individuals do not even acknowledge, or recognize, the negative consequences of their
habits until the usage has progressed to an advanced stage. Still others, Wilson (1983) for
instance, contends that a combination of biological and cultural factors predisposes inner
city black women to drug usage. He insists that the United States has become two
separate societies - one affluent and worried, the other, “pathological and predatory.”
Wilson (1993) believes that these patterns ofbehaviors are deeply rooted and is the
genesis of traumatic childhood experiences.
A study that has direct bearing on African-American women who engage in risky
behavior was conducted by Tortu, McCoy, Beardsley & Deren, (1981) they studied and
made predictions regarding HIV infection among women drug users in New York and
Miami. Data was collected from out-of-treatment intravenous drug injector users and
crack cocaine smokers in East Harlem, New York City and Miami, Florida. In East
Harlem, a total of 194 women were sampled, of whom 53.6 percelit were Africami
American, 33 percent were Puerto Rican and 10.3 percent were White. In Miami, the
subjects were 300 women, of whom 95.5 percent were African American and 3 percent
White. Data was collected using the Risk Behavior Assessment (RBA) questionnaire. All
characteristics of behavior associated with HIV positivity was set at PL .05 or better.
Logistic regression analysis was used to test each theory. The results were
reported as Odds Ratios (OR). The findings indicated the most significant predictors of
HIV infection in East Harlem was the exchange of sex for drugs (OR=7.41), intravenous
drugs use (OR=8.58) and history of sexually transmitted disease (OR=2.77). The
exchange of sex for drugs emerged as a common risk factor in both cities. In order to
further examine this factor, the researchers conducted analysis using the (ATMOD
procedure, version 6.10 of SAS). Results (Ch-Square = 3.36; PC .07). The separate
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analysis revealed that 40 percent of participants who exchanged sex for drugs were HIV
positive, while only 12 percent of non exchangers were positive. In Miami, 38 percent of
the participant exchangers were positive while 25 percent of the non exchangers were
positive.
The researcher suggests that many of the negative attitudes that surround
substance abuse among women have its roots in our Judeo-Christian traditions. For
example, she cites quotes from the Old Testament in which Hannah was described as a
common drunk. Goldberg (1995) contends that such negative perceptions permeates
popular culture and fosters a climate in which substance addicted females are portrayed.
While Goldberg’s (1995) findings might be troubling for women, Finklehor
(1986) suggest that women face the consequences more grievous than stereotyping. The
investigator believes that women who are addicted to drugs face significantly greater risks
of sexual violence than their male peers. In fact, many research show that domestic
violence is one of the major causes of injuries among women in the United States and
theirs is a causal link between [lie violence and addiction to drugs or alcohol.
Furthermore, it is a standard finding that husbands are more likely to divorce alcoholic
wives than wives are to divorce alcoholic spouses (Lex, 1990). If African-American
women are divorced there is the possibility that her new partner may carry the HJV/AI1)S
virus.
Additionally, other researchers suggest that the plight of substance-addicted Black
women is made worse by cultural stereotyping that justify the abuse and exploitation of
women. To support this suggestion, researchers cite instances in popular culture where
the inebriated women are portrayed as far more tragic than males who display the same
behavior. Moreover, female addicts are viewed by society as far less deserving of
empathy than their male peers (Filmore, 1984). Since Black people as a group are already
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marginalized in our society, those at risk face “double jeopardy” being black and
addicted.
Although the public is aware about the addiction faced by women oppression and
discrimination continues to be a reality even for those who seek treatment for their
addiction. The at-risk factor is still serious in prisons and in the entire criminal justice
system.
For example, Chasnoffet al. (1990) conducted research which suggested African-
American females are 10 times more likely to be tested for drugs than white women.
Additionally, African-American women are charged with drug crimes and using
substance more often than white men. potentially harmful to their unborn child.
Consequently, the criminalization of drug usage and the national war on drugs has
resulted in an exponential increase in the number of women incarcerated for drug usage
and possession. Undoubtedly, the United States has initiated draconian drug policies
which have placed African-American women at risk for HIV infection and thus reduced
the quality of their lives.
A special case in point according to Bush and Baskette (1998), 72 percent of
women incarcerated in prisons are there on charges of drugs and alcohol. This includes
stealing to support their addiction, embezzlement and trading sex for drugs and or
money. Other studies suggest that betweenl99O-1998 the per capita number of women on
probation climbed 40 percent. The jail rate grew by 60 percent; the rates in state prison
increased by 88 percent; and parole increased by 80%. Furthermore, between 1990 and
1999, the number of women confined to state and federal prison grew by an annual rate of
85 percent while the overall nation’s prison population increased by an average of 6.7
percent (Greenfeld & Snell, 1999). Substance abuse, therefore, was at the root of these
problems faced by African-American women.
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Foley and Rasche (1979) conducted longitudinal studies which reported that
African Americans were subjected to more punitive treatment while incarcerated. This
may took many forms - including the denial of drug treatment services, healthcare, and
treatment options for HIV/AIDS care.
Kurshan (1998) conducted research at three of the largest prison jurisdiction:
Texas, California, and the Federal Bureau of Prisons. These prisons were chosen by the
authors, because, collectively, they house more than a third of the Nation’s 80,000 female
inmates. Findings suggest large scale sexual abuse of women. The research indicates that
only 18% of the reported sexual abuse of women resulted in resignation, terminations or
disciplinary actions. The researchers showed a causal link between HIV/AII)S in female
inmates and sexual abuse by prison authorities. In most cases the abused victims sampled,
had a history of drug and alcohol addition but was not at risk for contracting I{IVIAIDS.
Kurshan and other researchers assert that low self-esteem, lack of health services and
institutional barriers expose women to exploitation by prison authorities. The problem is
even more severe when women are released back to the community as many already have
the AIDS virus and thus, they experience difficulty finding drug treatment programs that
are culturally sensitive and willing to assist them through this transition.
The majority of the studies in this section bring together empirical findings,
sponsored by the National Institute of Drug Abuse (NIDA), from a multi -site program of
research on HIV infection among out-of-treatment drug users. The researchers of this
study suggests that more comprehensive investigations should be conducted in order to
fully understand the psychological, sociological, and cultural dynamics with which the
exchange of sex for drugs and/or money occur with African-American women. They also
believe that additional studies should be conducted in high risk locations such as shooting
galleries, crack houses and short term occupancy transient hotels, and mix gender
homeless shelters where sex exchange occurs involving African-American women.
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Cattarello et al. (1998) conducted studies comparing the HIV risk behaviors among
women who use drugs. Once again the research used the Risk Behavior Assessment tool
to collect data. The participants included a sample of 135 women and explored
differences in demographic composition, HIV risk behaviors, and infection with STD’s
based on city of residence. Ninety-one of the women were from Lexington, 44 were from
Louisville. The results of the study indicate a statisticafly significant difference between
the women from the two cities. The participants from Lexington on average consumed
more alcohol during a thirty day period than the women from Louisville 93 -46 drinks
respectively. Similar results were indicated for crack cocaine and intravenous drug usage.
Two other hypotheses involving the use of heroin and speed balling did not produce
statistically significant result.
HIV risk related data was analyzed, including history of STD’s, high risk sexual
behaviors and trading sex for money and/or drugs. The three most commonly reported
STD’s were Gonorrhea, Chlamydia, and Syphilis. Gonorrhea was the most commonly
reported STD with 45 percent of the women from Lexington having been infected at
some point in their lives compared to 43 percent of the women from Louisville. The rate
of Chlamydia was lower, 19 percent and 16 percent respectively. The remaining
comparisons did not produce statistically significant results. However, upward trends
were noted for the women of Lexington to be at a greater risk for HIV infection because
of the rate at which they exchanged sex for money and/or drugs. The researchers noted
that African-American women from economically disadvantaged geographic areas
showed a greater frequency of engaging in exchanging sex for drugs. Clearly when
African-American women are involved in risky sex behavior there is a possibility that
they will be infected with other diseases aside from HIV/AIDS.
The next study conducted by Wood, et al. (1998), examined the differences in
condom behaviors and beliefs among female drug users from two different cities. The
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participants of this study involved a total of 539 out-of-treatment injectors drug and/or
crack cocaine using women recruited to participate in an ongoing FIIV risk intervention
program for active drug users. Fifty one percent of the sample was African Americans,
26 percent Latino and 23 percent White. A total of 390 women (72 percent) reported
having engaged in vaginal sex during the previous thirty days before the study, and 338
(63 percent) sexual activity either with their significant other or with some who paid
money for sexual relations. Forty percent of the women participating in these study were
recruited from high HTV prevalence site, East Harlem in New York City, 60 percent were
recruited from low prevalence site, Long Beach California.
The participants agreed to undergo HIV test supervised by the researchers. The
results revealed that 33 percent of the women recruited in East Harlem were positive;
while 5 percent of participants in Long Beach reported positive. A majority of the sample
reported engaging in cocaine and intravenous drug usage and 93 percent reported
smoking crack cocaine at least once in their lifetime. Instruments used included the Risk
Behavior Assessments and the Behavior Belief Questionnaire. Chi Square Analysis was
used for selected categorical variables and Factor Analysis was performed on variables
representing beliefs about condom usage and sex with main partners versus paying
partners.
The findings suggested that women in East Harlem were more likely to be HW
positive and be active drug users than the sample from Long Beach. In addition,
consistent with other studies presented in this review, the investigators found that the
sample from East Harlem, predominantly African-American females, had lower income
and more likely to be high school drop outs than the participants from Long Beach. The
fmdings also indicated that the women in Harlem were likely to use condom in their main
relationships than the subjects from Long Beach. The researchers suggested that the
African-American women were more likely to believe that asking their partners to use
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condom would negatively impact the relationship with their significant other, perhaps
because the mere suggestion of condom usage would raise suspicion of trust or suggest
they were involved with other sexual partners. Other findings indicated that the women in
Long Beach showed a far greater propensity to trade sex for drugs and/or money than the
sample in East Harlem. These findings conflict with studies conducted by Cartarello et al.
(1998) which suggest trading sex for money is more prevalent in economically depressed
areas and among African-American females. Wood et al.(l998) believes that there are
other sociological drug usage and cultural and regional factors that undergird the reason
why women trade sex for drugs and, or money. However, in all cases there is the risk that
black women may become affected with H1V/AIDS.
This next study is the last to be reviewed from the research compiled by the
National Institute of Drug Abuse. Stevens, et al. (1998) examined HJV risks behaviors
and effective intervention strategies among drug using women. The study included a total
of 1,413 women ofwhich 55.1 percent were African-American women, 20.0 Percent
White and Hispanics combined represented 18.4 percent. Again, the instruments used
included the Risk Behavior Assessment (RBA) and the Risk Behavior Follow-up
Questionnaire (RBFQ). Questions from the instruments addressed baseline demographic
and H1V sex and drug risk behavior. A second question posed whether baseline HTV risk
behaviors were different between (1) single versus multiple sexual partners and (2)
IVDU’s versus CCU’s. In addition, two-part analysis, eight sex risk variables and five
drug risk variables compared women who reported having sex with one partner with
those reported having sex with multiple sexual partners during the thirty days prior to the
study. Also, a second two-part analysis using the same eight sex risk variables compared
female WDU’s with female CCU’s. Women who reported injection drug use only
(N440, 31.4 percent) and women who reported both injected drug use and crack cocaine
use (N297; 21.2 percent) were classified as IVDU’ s. Women who reported crack
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cocaine use only (N=664; 47 percent) were classified as CCU’s. The third question raised
was whether reduction in high risk behaviors occurred as a result of the women’s failure
to participate in a standard intervention training seminar. The investigators presented no
details concerning the nature of the intervention or the statistical analysis used to conduct
this study. So mixed data has been amassed on the question asked. Thus, it was clear that
women who abuse drugs and are injection drug users. In general, women who have
multiple sex partners tend to use condom less frequently and engaged in high risk sexual
behavior than those with only one sexual partner. On the prevention aspect of this study,
the results indicate women with single sex partners showed a significant risk reduction on
five of the seven risk variables that were analyzed. Statistically significant results were
not observed for the number of sex partners and the number of times they exchanged sex
for money. For the women who reported multiple partners, risk reduction was
demonstrated on all seven variables (D.019) comparisons were also made of the level of
risk between intravenous drug users and those who used crack cocaine. The results
indicate almost equal risk reduction iii five variables, with the exception of women who
used crack cocaine showed less risk reduction with respect to the number of sexual
partner and trading sex for drugs andJor money.
Theall et al. (2003), examined the relationship dynamics and condom usage by
high risk female drug users. Unlike other studies presented in this review all of the
subjects selected for this study were African-American females. Subjects were enrolled
in the study between June 1998 and January 2001 as part of a longer 11W risk reduction
trial among HIV negative African-American females. The participants were recruited
from the Metro Atlanta area using street outreach techniques which included
ethnographic mapping and targeted sampling. A total of 138 HIV-seronegative African-
American females participated in the analysis. The dependent variable for the analysis,
increased analysis was examined with both steady and casual paying sexual partners.
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Event-dependent variables included: 1) reasons for not using a male condom at last
unprotected sex event (by partner type) including partner refusal, trusting the partner and
not wanting partner to use one (yes/no); 2) respondent’s perception that alcohol make sex
more pleasant (yes/no); 3) having sex while high (yes/no); 4) using alcohol before sex (0
= never to 4 = always); 5) refusing sex with either partner type if not in the mood (0 =
never to 4= always); and 6) trading sex for money or drugs (yes/no).
To assess the Bivarate associations of the independent measures and increase
condom use for respondents who reported having steady or casual partner(s) at baseline
and follow-up mantel-Hansel Chi-Square or Fisher’s Exact test of independent and
one-way analysis variance (ANOVA) of continuous measures were applied. In addition,
the researchers used unconditional multivariate logistic regression to assess the
independent contribution of each independent variable in predicting increased condom
use with steady and casual partners. The researchers found that women who participated
in the negotiating group were 26 times more likely to increase condom use with a steady
partner over time compared to those assigned to the standard intervention group. In some
of the other measures significant findings that showed women who frequently traded sex
for drugs and smoked crack cocaine thirty days prior to participation were least likely to
use condoms with steady or paying partners. The same was also true for those women
who used alcohol prior to sexual encounter.
The investigators also noted that many of the women who reported intermittent
use of condoms stated that their partner’s resistance and trust issues were the salient
factors that precluded their condom usage. They further hypothesized that power
dynamics and trust issues in relationships is a significant risk factor for women, especially
African-American women and more so for those who smoke crack cocaine and use
intravenous drugs. Theall, et al. (2003) believes an that increased ability to communicate
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openly and honestly with one’s sexual partner was another factor which helped to
predicted increase communication about condom usage.
In this next article, Falkin, et al. (2000), examines more thoroughly the hypothesis
posited by Theall (2003) about communication patterns which had bearing on Black
women protecting themselves from risky behavior. This study examined the
communication patterns of women with sexual partners, on the subject ofFIIV risk
reduction behaviors. The sample for this study includes women mandated to four
therapeutic communities. The researchers collected baseline data on 211 women who
were interviewed between March 1991 and April 2000. Falkin (2003) utilized a
semi-structured interview to obtain baseline information.
The researcher used qualitative open-ended questions to obtain information. The
questions focused primarily on the types of support women received from their social
network or significant relationships. The findings suggest drug use and high risk sexual
behavior were similar between the I{IV positive and negative women and this included
African-American women. The research findings indicate that illicit drug usage is an
important link in risky sexual behaviors among African-American women.
Graham (1980) presents a disinhibition model in which socially acceptable
behaviors that would preclude violence against women are negated when psychoactive
substance abuse precipitates thinking, physiology, emotions, motivation and tension.
Graham suggests that these changes distorts the abusers sense ofpersonal power, reduce
fears of any socially sanctioned consequences and helps the abuser to dent the negativity
associated with the behavior. Without a doubt, the patterns of living chosen by urban
black women place these women at risk for contracting HIV/AIDS.
Life Satisfaction
Another powerful variable that must be considered in assessing the behavior of
African Americans who may be at risk for contracting HIV/AD)S infection, is the degree
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of satisfaction these women derive from their lives. For the purpose of this study, life
satisfaction is defined as a feeling that life has meaning and purpose and the individual is
spiritually connected. More recent research findings suggests that life’s contextual issues
such as positive self-esteem, and the quality of one’s life are vital issues in creating
successful intervention strategies geared toward reducing exposure to the 11W/AIDS risks
in African-American women. At the same time, one’s attitudes, views, perception and
motivation, towards one’s life may contribute to HIV risks and vulnerability (Aman,
1995).
There is vast literature that speaks specifically about life satisfaction. According
to Koeing, Weiner, Peterson, Meador & Keefe (1997) religious coping is a common
concept or life satisfaction used by adults to negotiate life’s obstacles and problems. For
example, researchers conducted studies on more than 100 chronic-care nursing homes
residents. The results showed that a large number of the respondents indicated that they
used religion and spirituality to manage stress and cope with life’s adversity, and derive
satisfaction from living.
In another study, Koenig, George, and Siegler (1995) conducted a series of
respondents, both male and female, ages 55-80 and found that 45 percent of these
participants used religion and spirituality a coping mechanism throughout their lives.
Additionally, the investigators reported that spirituality is associated with more positive
health outcomes, improved mental health and decreased exposure to high-risk behaviors
that are conducive to infectious and chronic diseases.
According to Newlin, Knaft, and Melkus (2000) spirituality is one of the most
vital components of life satisfaction for African Americans as it permeates nearly every
domain of life in the African-American community. Historically, spirituality has served as
a personal and communal source of liberation, solace, hope, meaning, and buttressed
some of the harsh effects of injustices and racial discrimination. In addition, it has helped
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to shape individuals, families, and communal relationships within the African-American
community.
Moreover, spirituality or the religions which undergirds this concept has been
shown to greatly influence African-American health, beliefs and practices. Blacks as
opposed to Caucasians are more likely to turn to religion as coping resources when faced
with serious health, emotional and psychological challenges. This reliance on spiritual
coping has served as a psychological and emotional buffer against dangers of social and
environmental threats to their well being and ushers in life satisfactions (Ferraro & Koch,
1994).
Although spirituality continues to be infused in multitude aspects ofAfrican life,
it nonetheless remains difficult to define conceptually. Spirituality has been defined as a
process involving the unfolding ofmystery by way of a harmonious interconnectedness
that has its origin in inner strength. This unfolding mystery refers to one’s experience in
coping with life’s vicissitudes and the search for purpose and meaning to one’s existence.
Harmonious interconnectedness refers to a sense of harmony, peace to self and others.
Inner strengths describe one’s inner resources, awareness of strength, and the ability to
draw upon that transcendent and unif~ring force. It is therefore vital to understand that
within these conceptual principles that undergird spirituality is the idea that subsumes
religion. This may provide an intellectual, behavioral or social component to the
manifestation of its spiritual expression (Burchandt, 1989).
However, this definition fails to lend itself to a full understanding of the
importance of spirituality to the life satisfaction ofAfrican Americans. The evolution of
African-American spirituality is an outgrowth of an amalgamation of the exposure to
America’s religious traditions combined with African traditions, philosophy, and cultural
values (Mattis, 2000).
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Doswell, Kouyate, and Taylor (2003) examined the role of spirituality in
preventing the early sexual behavior in adolescent in a program for girls whose life spaces
extended from puberty to adolescent. The program includes implicit and explicit
spiritual component. The explicit component emphasized the development of self-respect,
stability, well-being, conflict resolution and the spiritual aspects of African culture. To
help the participants filly understand the nature of spirituality four additional components
were included in the program. They were: (1) objective learning; (2) active learning; (3)
meaningful learning; and, (4) mindful learning.
The objective learning aspect of spirituality involved educating the girls about the
consequences of risky sexual behaviors and on alternative healthy lifestyle strategies.
Active learning utilized drama and stories to teach the girls ways to achieve life
satisfaction and inner awareness. Meaningful learning involved teaching methods to
apply resolution techniques for real life issues. To facilitate meaningful learning,
participants were encouraged to continuously apply the first three components in their
daily life activities. This study emphasized that risky sexual behavior can result in being
affected by H1V/AIDS.
In another study, Gall (2003) examines the role of religious and spiritual
attributions in older adult’s adjustment to illness. In fact, the researchers sought to
expand on previous studies of religious coping attributions in the following aspects: (1)
adults coping with chronic illness; (2) assessing both causal and coping attributions; (3)
evaluating the relationship between religious and spiritual attributions and nonreligious
factors of perceived health control and optimism. A total of 73 adults participated in the
study. Demographic variables included 44 percent male and 56 percent female.
Instruments included the Religious and Spiritual Attributions questionnaire (RSA) Life
Orientation test and the Health Locus Beliefs. Here again, the variable of life satisfaction
was emphasized.
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Gall (2003) reported factors in adult’s long-term adjustment to major illnesses.
Along the same vein a correlation between religious and spiritual attributions and social,
emotional and health functioning was observed. These findings make a compelling
argument to the effect that life satisfaction is essential even to persons afflicted with
HIV/AIDS
Regan and Fiorito (2003) in their investigation found a positive relation between
religious and spiritual practice and improved health, and emotional well-being. The study
involved a total of 507 participants; 268 females and 237 males. The participants ranged
in age from 17 years to 54 years. The ethnic composition was 76.4 percent Caucasian, 9.2
percent Asian American, 5.8 percent Hispanics, 4.2 percent Mexican Americans and the
remaining 4.4 percent were African Americans. The researchers assessed the effects of
religious practice on psychological well-being by utilizing six separate measures. These
included: (1) satisfaction with life (SWC) Dienser, Larsen and Griffin (1985); (2) Global
self-esteem (GSE), OBriant and Epstein (1985); (3) Positive Affect (PA) and the
Ncgativc Affcct (NA) Watson Clark and Tcllcgcn (1985); (4) Amxicty (ANX) and Angry
Hostility (Hosty), Costa & McRae (1992); (5) Self-actualization (SA), Jones & Crandal
(1986); (6) Social Desirability Scale was assessed using an item approach subscale of
Crowe-Marlowe Social Desirability Scale (SDS), Crowe & Marlowe (1964).
The results showed there was a strong relationship between improved health
outcome, decreased anxiety, improved self-esteem, greater feeling ofwell being and
greater level of self-actualization when there was satisfaction in their lives. However, the
investigations found that the health benefits received from spiritual practice depends on
the motivation of the spiritual adherents. The research indicates that participants who
engaged in spiritual practice only for devotion and to give thanks, actually derived
greater overall health benefits.
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Other researchers conducted additional studies on non-religious and spiritual
aspects of life satisfaction. They found that social connection and social support are
important aspects of other levels of life satisfaction (Cross & Madison, 1997). Among
such studies is the one conducted by (Lee, Keough and Kellie, 2002). The researchers
focused on social connectedness, social appraisal and perceived stress in a sample of
college men and women. The study involved a total of 214 participants (11 imen, 103
women). Participants had a mean age of 20-27 years (SD ~3.38) and ranged from 18 to 47
years. Sixty five percent were classified as Caucasians. Of the remaining 75,4 percent
were African Americans, 13 percent Asian Americans, 14 percent Hispanic/Latino, 1
percent Middle Eastern/Arabic and unidentified, non white, 3 percent. Additionally, 71
percent of the participants were 1 st~year college students, 22 percent were 2”~’-year, 4
percent were 3~1 -year, and 4 percent 4th~year (rounding affected percentages totaling 100
percent). Instruments utilized for the study included the Perceived Stress Scale (PSS).
Cohen et al. (1983) used to measure stress and worry over the ability to handle life
demands which are problems often faced by African~American women who are at risk for
transmission ofHIV/AIDS.
The results indicated a negative effect on social connectedness on perceived stress
levels for the women in this study. The investigators indicated that the relationship was
correlated to the unpleasant climate on the college campus. The results for the male
participants were significantly different. The results showed that the negative effects of
social connectedness were not influenced by the climate at the college. Rather, the
negative connectedness was more related to men’s self-reliance and independence in
social interactions.
Finally, Friediland, Renwick & McColl (1996) examined coping and social
support as determinants of life satisfaction in 11W/AIDS patients. A total of 107 males
and 13 female participated in the study. Approximately 63 percent were derived from
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hospital-based HIV clinics and the remaining 38 percent from drop-in centers. The
researchers utilized a survey questionnaire which assessed life satisfaction factors in the
areas of social support interpersonal support, life appraisals and methods of coping. The
findings suggest that their illness had relatively neutral effect on subjective Quality of
Life Measures (QOL) and showed several areas where (QOL) had been positively
affected. These included areas of emotional social support, problem oriented support and
perception oriented support. Additionally, the findings showed that the same areas were
positively related to life satisfaction. By contrast, tangible social support and emotion
oriented coping were negatively related to the severity of their illness was not affected by
the findings.
Theoretical Framework
The theoretical framework for this study is taken from the works of (Akbar, 1979;
Asante 1988; Daly et al., 1995; Dixon, 1976; Herskovits, 1941; Kambon, 1992; Martin &
Martin, 1995; Schiele, 1996). In his work, Schiele describes the Afro-centric human
service paradigm as, “methods of human service practice that arise from the socio
cultural and philosophical concepts, traditions and practices ofAfrican Americans.” He
posits that, “...its fundamental philosophical thrust emanates from traditional African
philosophical assumptions about human behavior and nature that have been documented
to have survived among African Americans through modified experience of racial and
cultural subjugation.”
The Afrocentric human service paradigm is a method that strives to find solutions
to problems that confront people. While its primary focus is on the problems that most
often confronts people ofAfrican descent living in a culturally oppressive society, the
boundaries of this paradigm extends beyond the scope of peoples ofAfrican descent to
address the social, economic and political issues of people universally. According to
(Schiele, 1996), the main tenets of the Afrocentric human service paradigm is that it
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seeks to, (1) promote an alternative social service paradigm more reflective of the
cultural and political reality ofAffican Americans, (2) dispel the negative distortions
about people ofAfrican ancestry by legitimizing and disseminating a worldview that goes
back thousands of years and that exists in the hearts and minds of many people of Affican
descent today, (3) promote a woridview that will facilitate human and societal
transformation toward more spiritual, moral and humanistic end and (4) persuade people
of different cultural and ethnic groups that they share a mutual interest in this regard.
During the early years of the AIDS epidemic, conspiracy theories played an
important in African Americans response to the HIV/AIDS epidemic. According to
Towns and Shinhoster (1995), many African Americans believed that AIDS was an
epidemic created by white America to eliminate the black population. Thy often pointed if
to the rapid spread of the disease in their communities and the history of the
government’s non-responsiveness to the health issues that confront African Americans.
The problem of maladaptive substance abuse will be analyzed using Bandura’s
social learning theory. Social learning theory postulates that social behavior develops
mainly as a result of observing others and reinforcing specific behaviors (Bandura, 1977).
One such example is African-American women who resort to drug usage to alleviate pain
and frustration caused by a racist and hostile social environment, Maladaptive substance
usage evolves from observing in the social milieu, resorting to similar behaviors. For
example, many African-American females are exposed to environmental conditions or
peer relations where drugs and alcohol are encouraged. As a result of social pressure and
a desire to gain acceptance, many begin to experiment with psychoactive substances.
However, drug usage motivated by a desire to gain social acceptance becomes
pathological when the individual utilizes substances as a coping mechanism. Therefore,
in order to support their independence, many women resort to high risk behaviors to
73
support their usage. These behaviors include multiplex sex partners and trading sex for
drugs, which leads to greater exposure to the risk of infection with HIV/AIDS.
The problems of psychosocial adjustment and life satisfaction will be analyzed
using the existential theoretical framework. The fundamental precept of the existential
philosophy states that each individual is responsible for what they do, how they feel, how
they face and deal with the world. In additional, while existentialists concede that
individuals face obstacles and difficult life circumstances, they nonetheless are
responsible for the choices they make and the consequences of those decisions. Thus,
African-American females exposed to harsh life circumstances and psychosocial distress
lose hope and meaning, and their very existence becomes meaningless.
In this harsh environment caused by divorce, violence, economic poverty, and
relationship difficulties, women expose themselves to risk of IIIV and other dangers
without regard for their personal safety and health. It is through attaining personal
meaning to one’s existence that individuals begin to transcend the harshness of their H
personal circumstances. For example, Swiss psychiatrist, Victor Franklin, observed that
many concentration camp victims died before they were subjected to the brutality of their
captors. He was able to survive the cruelty of his captors by assigning personal meaning
and sense-making to the loss of his family at the hands of the Nazi captors.
The next variable, perception of handling and crisis will be analyzed using
Bandura’s self-efficacy theory. Self-efficacy theory, which is connected to social
learning, is used to explain how individuals respond to crisis in their lives.
Fundamentally, self-efficacy is, in effect, the way one perceives their own abilities
and competencies in dealing with problems or challenges. Hence, a person can perceive
their abilities as either high or low. African-American women exposed to social and
economic injustices, discrimination, and gender inequality may quickly develop the
perception that they are incapable of positively impacting their life circumstances.
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Consequently, many African-American women feel helpless and succumb to unhealthy
behaviors, which eventually expose them to high rates of IIIV infection.
The theoretical perspective family relations or ties, will be analyzed using the
social theory. According to Billingsley and Rodriguez (1998), as cited by See (1998),
social systems can be defined as aggregation of persons or social roles bound together in a
pattern of mutual interaction and interrelatedness. Systems have boundaries which enable
them to distinguish the internal from the external environment, and they are typically
weaved in a system of complex social units. Social systems theory, therefore, is the
theoretical framework which best explains the families’ impact on HTV/AIDS in
African-American females. Strong families are characterized by positive interactions,
interrelatedness, love, support, and caring.
Consequently, absences of these facets in the family may cause disequilibnum,
ideological division, fragmentation, and internal strife which leads to dysfunctional
relationships in the family unit. Thus, African-American females in these settings
become susceptible to high risk behaviors. In addition, combined with lack of positive
role models and mentors, African-American women are forced to gain sexual knowledge
outside the sphere and influence of a healthy family environment.
Gender-based violence in African-American families will be analyzed using the
sociosituational stress and coping theory. Gelles (1997) suggests that family violence is a
product of the combined effects of two salient factors:
1. The structural stress brought on by living conditions characterized by poverty, low
income, lack of adequate education, and chronic unemployment; and
2. Exposure to and acceptance of cultural norms that approve of violence as a means
of resolving disputes among inmates.
Pundits of these perspectives suggest that gender-based and domestic violence emerge
because of an interrelationship between structural pressures and cultural adaptation.
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Sociosituational stress and coping theory offers another important insight into the
disproportionate rates of domestic violence and I{IV/AJDS among African Americans.
For example, high rates of unemployment and underemployment among black males
places considerable emphasis on constructing masculine identity which sometimes
subjugates, harms, and marginalizes the importance of African-American women. In this
sociocultural environment, many African-American men suffer from what Hare (1985)
calls a “frustrated masculinity syndrome.” This syndrome leads many to dominate their
spouse particularly in their intimate relationships. This domination leads to women being
apprehensive and not voicing their preferences and rejecting risky sexual practices
conducive to HIV rates among black women.
The second theoretical framework originates from social work and the ecological
systems theory drawn from the work of (Germain 1991; Bromjenbrenner, 1999;
Churchman, 1978). According to Germain, effective social work practices entail a
simultaneous focus on the individual in their situation and the system and environment
where that person exists. She suggests that effective intervention occur when there is an
interface between the system and its environment. In addition, she posits that social work
intervention is most effective when it promotes growth and development in both the
system and the environment. She believes that one cannot ameliorate the problem for any
system without taking into account all the factors that influence the system and its
components. She defines a system as “... any set of elements that affect or influence one
another.”
Like Germain, (Bronfenbrenner, 1999; Churchman, 1978), share the system’s
perspective as it relates to human system. However, Bronfenbrenner theory differs from
Germain in that his theory is applied to the people component of the human social
system. The authors suggest that people participate in a number of systems that influence
their development - family, work, setting, neighborhood, community and so forth. Thus,
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they assert that it is imperative to not only examine the pathological and psychological
dimensions of a social system but to also critically assess how the various dimensions
interplay with each other.
Further, Bronferbrenner (1977) identified four categories or levels of systems that
are useful to “social practice”: (1) Microsystems which involve face-to-face or direct
contact; (2) mesosystem which refers to the network of personal settings in which the
person exist; (3) exosystem includes institutions that impact one’s personal system an
example includes institutions like government agencies that can have profound influence
on the lives of human systems; (4) macrosystem, which represents the larger subculture
and cultural context in which the microsystem, mesosystem and the exosystem are
located. According to Bronferbrenner, this fourth system has the most persuasive level of
influence on social activities.
The third theoretical framework, patriarchy theory, stresses that domestic violence
occurs as a result of male domination over women. It is especially prevalent in
circumstances where women are economically dependent on their spouse. According to
Dobash and Dobash (1979), there are three tenets basic to patriarchy theory: (1) wife
assault is a systematic form of male domination and social control of females by men; (2)
domestic assault is perpetrated by men who believe that patriarchy is their right; and (3)
the use of violent measures to maintain male dominance is acceptable to society. Dobash
and Dobash (1979) suggest that patriarchy theory focuses on intimate partner violence on
societal level and attempts to explain why men inflict violence against women.
However, other scholars have disputed this theory and have posited that domestic
violence is relative to the social and cultural context in which it occurs. Wrangham and
Petersen (1996) have argued that patriarchy theory is supported by numerous practices in
many different cultures. They cite the veiling and the social and economic isolation of
women in several Muslim countries, the practice ofbinding women feet in China, of
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custom ofperforming Sati in India, and infibulations and wife beating in many countries.
Other studies suggests Wrangham and Petersen including a study conducted by (Rigakos,
1996) suggests that law enforcement officials sometimes ostensibly support acts of
violence against women by their failure to fully enforce protective orders. Wrangham and
Petersen conducted research among police officers and prosecutors in Canada and the
United States and concluded that: (1) police officers sometimes questioned the legitimacy
of restraining orders; (2) police rationalized their inaction in enforcing restraining orders
by attributing it to bureaucratic and technical impediment; (3) police often blamed the
female victim for the violent incident and sympathize with male perpetrator’s account of
the incident.
Summary
In the previous sections of this literature review attempts were made to reveal
what is known about the risk factors that disproportionately expose African-American
females to the HTV/AIDS infection. First, traditional gender power-roles that typically
reinforce male dominance and female submissiveness may be the single most important
factor in the rate of heterosexual FUV transmission among African-American women.
Several studies have reported that disenfranchised African-American women, the group
most vulnerable for HIV infection, could be the least capable of negotiating safer sexual
practices with their male partners. Second the causal link between the drug epidemic
and social decay in low income urban communities and the spread of FIIV among
African-American women are not sufficiently emphasized in most prevention education
literature and treatment programs. Third, the threat posed by men who have sex with men
(MSMs’), which is also associated with the spread of AIDS in the black community, is
not adequately addressed in most prevention literature. Furthermore, this threat is
heightened by the existence of various categories of MSM’s -- gay men, bisexual men,
“men on the down low,” “tops,” “bottoms” and “versatiles.”
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These variances and sub-variances are so outside the confines of mainstream gay
males that it would require many different approaches in education, treatment and
prevention. Because some individuals in these groups do not considerate themselves gay;
identification, education and treatment are difficult. Fourth, in the research literature there
is a serious gap in addressing the futility of our current prevention education efforts;
efforts which have egregiously ignored the sociological, cultural and economic factors
that continues to fuel the HIV/AIDS epidemic.
Lastly, a historical review of the evolution of the epidemic indicates that
HIV/AJDS was initially viewed as a gay disease. As new facts emerged and public
consciousness increased, people began to realize the serious threat the disease posed for
all of society. Unfortunately, it seems we have come full circle in our perception of the
disease. Current trends in the literature suggest that denials and stigmatization
surrounding the disease continues to the community. Today, in some sections of society,
HIV/AIDS is still though of as the gay disease.
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CHAPTER III
METHODOLOGY
Chapter three describes the methods and procedures used in conducting this study.
The following areas are described: 1) research design; 2) description of the site; 3) sample
population; 4) data preparation; 5) instrumentation; and 6) treatment of data. The study
focused on five variables that influenced HIV/AIDS risks among African-American
females. These included: (1) fhmily relations and ties; (2) life satisfaction; (3)
psychosocial adjustment; (4) patterns of substance abuse; (5) perception of handling a
crisis .The study also examined demographic variables including income, age, education,
employment and economic issues between the two groups.
Research Design
The study primarily used the descriptive research methed, and explanatory design
was also employed in this study. Descriptive research includes: delineation or assessment
of a phenomenon under study, determination of relationships between variables, and
testing either null or alternative hypotheses. Since this study is related to the second and
third purposes, it requires the minimum of two variables, and o~e or more hypotheses
(Selltiz, et al, 1973). This study deals with five different variables; all related to the risk
factors between HfV positive and negative African-American females. The research
sought to ascertain data in order to describe, explain, and understand the risk factor
associated with the high prevalence of HIV/AIDS in African-American females. The
research design allowed for a descriptive analysis of the demographic control variables
such as gender, race, age, educational level, income, and employment, characteristics of
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the respondents. Also, it facilitated the explanation of a statistical relationship between
the high prevalence of IHV/AIDS in African-American females and the previously stated
variables.
The study will entail two groups of women. One with HIV/ AIDS, the other
without this disease as described below.
Description of the Site
This research was conducted in Atlanta, Georgia, a southeastern city with a 61%
African-American population, according to city-data.com’s infonnation on Atlanta,
Georgia (Atlanta, Georgia Detailed Profile, 2004). Respondents were drawn from
Mathalama African Methodist Episcopal Church and from a convenient sample of HIV
positive African-American women in the community.
Within the past three decades, Atlanta has attained international status mainly
because it is the home of the Civil Rights revolt, and has become a post-industrial Mecca,
one of the headquarters for high-tech industry. Asian and Middle Eastern countries have
moved industry into Atlanta, and the city’s unemployment rate is generally below the
national average. Atlanta’s entrance to the wider world has been partially due to its
international airport. From this southern city, passengers can fly throughout the world.
Additionally Lockheed, which has recently been awarded a contract to construct the
famous c-5 military transport plane, has brought hundreds of high-level engineers and
professionals into the metropolitan area.
More recently, Atlanta has been instrumental in resettling large numbers of
immigrant and refugees into this geographic location. This group includes Haitians,
Afghans, Africans, Ethiopians, Russians, Latinos, Chicanos, and other ethnic groups.
These groups have tended to resettle on the outer perimeter of the city, and near the
downtown area. Slowly, Atlanta is also serving as a host city for secondary migration.
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Many of the migrants have not had access to good healthcare, nor have they been
educated about HIV/AIDS the deadly immune deficiency syndrome.
Besides its logistical compatibility for conducting the survey, additional factors
were considered in choosing this site. At the agency where some respondents received
services, particularly alcoholism treatment units, HIV/AIDS and mental health
counseling, more than 95% of the consumers of service were African Americans.
Therefore, it was easy to draw a sample of 100 African-American females. One other
positive factor was that Outreach, Inc. and AI1)S Atlanta officials felt that the fmdings of
this research could be useful in its treatment and program planning, even though they
could not recommend specific clients. Its administration and staff exhibited a high level
of interest that were important to facilitating the research. Principally, Outreach, Inc. is
one of several agencies throughout the nation participating in a demonstration project
-- the purpose of which is to examine ancillary factors that expose African Americans to
high rates of HIV/AIDS. This project is sponsored jointly by the Centers for Disease
Control (CDC) and the Congressional Black Caucus (CBC). Because of the many
advantages in Atlanta for collected data, this site represented a wise choice for this study.
Mathalama AME Church
Participants for this study were also selected from Mathalama African Methodist
Episcopal Church. The AME church was selected because of its history of fighting racial
injustices, and providing social and self-help services to African Americans, individuals,
families and communities. The church was established in 1787 by the Reverend Richard
Allen and Absalom Jones. The men decided to officially withdraw from the Methodist
church because of overt practices of racial discrimination and social injustices that were
perpetrated against African Americans. In order to continue their spiritual practices, they
founded the Free African Society, which established the African Methodist tradition.
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The current location of Mathalaina was established in 1881 by a group of African
Americans who lived in the area which was formally known as Morris Station, now
known as Clayton County. The group attracted the attention of two Caucasian brothers,
named Matthew and Morrow. The brothers helped the group secure the financial
resources anl the land on which the church was constructed. Mathalama provides vital
spiritual and social services to African Americans residing in Clayton and surrounding
communities. The scope of its services encompasses not just the spiritual, but includes a
social ministry, services to the elderly, the homeless, and drug and alcohol services. In
view of the above, the church offered its assistance in helping recruit subjects for this
study.
Sample and Population
The target population for this research was selected primarily from clients who
receive substance abuse counseling, HIV/AIDS care, and mental health services from
Outreach, Inc. and from volunteers. Respondents were selected by utilizing a
combination of convenience and purposive sampling. In convenience sampling, the
researcher selected the required number of subjects from cases that were conveniently
available, while in purposive sampling, the researcher relied on his knowledge to select
units that were representative of the population.
Members from the Mathalama A.M.E. Church agreed to participate in the
research. It was not possible to obtain permission to conduct the survey at other churches
and other service organizations clients, although more than a dozen of the organizations
which were contacted, verbally supported the need for the research. However, because of
issues of confidentiality and HIPPA regulations they were not willing to give written
approval to conduct the survey through their organizations.
Some of the 50 HIV positive sample were obtained from women in the
community who volunteered to participate in the survey after the researcher was
I !~Ii~IJI LL[I~ ~gI.J ,I th III ~lI~,.kl~,UIIII~. LIaUt~I_u l±L .JIjU*tIj uJ — — __L. —
83
introduced by another HIV positive client. An individual most helpful was an activist in
the AIDS awareness and prevention movement and a former associate with whom the
researcher had worked with on other AIDS related projects.
In summary, the 100 respondents were selected by utilizing a combination of
convenience and purposive sampling. In convenience sampling, the researcher selected
the required number of subjects from persons who were conveniently available. While in
purposive sampling, the researcher relied on his knowledge to select units that were
representative of the population.
Data Preparation
Prior to conducting the actual analyses, a data clearing run was conducted to
verify the data collected. A total of 100 surveys were completed. One survey was
discarded because the respondent did not identify gender. The researcher ran frequencies
to identify data processing errors, ensure all respondents were assigned to the appropriate
sample, and correct coding errors by matching the response with the hard copy of the
completed survey.
Table 4 is a graphical picture of the reliability measures for family relations or
ties, perception of handling a crisis and life satisfaction. Data were analyzed using SPSS
10.0 statistical software. As depicted in table 4, the measures demonstrated excellent
reliability. Thus all the measures were> .05 at the alpha level. Reliability measures were
omitted on maladaptive patterns of substance abuse and psychosocial adjustment because




Measure Respondents Mean STD Reliability
Family Relations 99 12.08 3.8324 .9303
Crisis 99 9.222 3.9989 .9238
Life Satisfaction 99 10.3232 4.1523 .9457
Instrumentation
This research employed a HIV/AIDS Risk Behavior device for collecting data
(Appendix A). The questionnaire used in this study was created by the author with the
assistance of the dissertation director. The HIV/AIDS risk behavior instrument was
comprised of four sections with a total of twenty-seven questions. This device was used
to compile d~mographic information on factors including age, race, gender, education,
income, employment and marital status concerning black women affected with AIDS and
those who were HIV/AIDS negative. The questions in Section II solicited information
relating to family relation and ties, life satisfaction. Section ifi includes one question
designed to access patterns of maladaptive substance abuse and Section IV includes a
total four questions relating to psychosocial adjustment issues. Data collection
instruments consisted of a continuous scale of measurements to collect information
concerning the specific risk factors. The research developed background information




Statistical treatment of the data will utilize a combination of descriptive and
multivariate statistics which included measures of central tendency, frequency
distribution. In addition to the descriptive statistics, the study employed an independent
sample t-test to compare significant differences between the means of the HIV positive
and negative groups. The basic goal of an independent sample is to compare significant
differences in the means of two separate groups. This is in contrast to a dependent
sample t-test in which the goal is to compare differences within a single group. Although
a statistical analysis employing Analysis of Variance (ANOVA) and Analysis of
Covariance (ANCOVA) has less chance of producing Type Once errors, the t-test has a
more appropriate analysis since it involves compari~ns between two groups, whereas the
other analyses involve comparisons between more than two groups.
CHAPTER IV
PRESENTATION OF FINDINGS
The purpose of this chapter was to present the findings of the study in order to
describe and explain significant differences in risk for HIV/AIDS between HIV positive
and negative African-American females in the metropolitan Atlanta area. These data are
organized into two sections: demographics data and an analysis of the research questions
and hypotheses.
Demographic Data
The demographic section provides a profile of the participants of the study. Data
were collected for frequencies and percentages, and were gathered from the
questionnaires. They were utilized to determine the demographics of HIV positive and
negative African-American women in the Atlanta area. Tables were classified by gender,
age, race, sex, marital status, income, and employment, and a profile of the women in the
study emerged.
Demographic statistics were used to analyze the following: gender, age group,
marital status, education, household income, and employment status. This data were
analyzed to see if there were significant differences in the risk factors in demographic
variables between the negative and positive groups of women.
A target population for this research was comprised of 100 African-American
women from several AIDS service organizations, as well as the communities in South
DeKaib, Lithonia, and Stone Mountain. A total of 100 women were selected for this
study using convenience sampling procedures to conduct the analysis.
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Clerical Admin. 23 23.2
Professional 30 30.3
Other 20 20.2
As indicated in Table 5, the participants of the study were exclusively
African-American females. It should be noted that this is significant in that most studies
on HIV risk factors includes African Americans as a small part of larger studies. Table 5
shows that 99 participants or 100% of the sample were African-American women. This
could be more beneficial in prevention education prc grams specifically targeted toward
African-American females.
Table 5 further showed that fifteen (or 15.2%) of the participants were ages 25 or
younger, while thirty-one (or 31.3%) were from ages 26 to 35. Twenty-seven (or 27.3%)
of the respondents reported being 36 to 45 years old, while twenty (or 20.2%) were 45 to
55 years old. Six (or 6.1%) of the respondents reported being 56 to 65 years old. The
table above also shows that all African-American female participants were black/African
Americans.
Table 5 revealed that ninety-one (or 91.9%) of the participants were heterosexual,
three (or 3%) were bisexual, four (or 4%) were homosexual, and one (or 1%) was
missing. In addition, a majority of the participants (thirty-eight or 3 8.4%) indicated their
marital status as single, while thirty-six or 3 6.4% indicated that they were married.
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Twenty (or 20.2% were divorced and five (or 5.1%) were widowed. It was not surprising
that most of the respondents were single.
Table 5 showed that seventeen (or 17.2%) of the participants earned less than
$10,000 income per year. Eight (or 8.1%) earned between $10,000 and $19,000 yearly.
Nineteen (or 19.2%) of the participants reported earnings placed at between $20,000 and
$29,999 per year, while twenty-two (or 22.2%) stated that their income was between
$30,000 and $39,999. Thirty-three (33.3%) of the respondents reported that their income
was over $40,000. These numbers showed income foc some of the participants higher
than one would expect from this population.
The sample population for this study were, on average, better educated with more
years of schooling beyond the high school level. More than half (fifty-five or 55.6%)
indicated they had some college. Only six or 6.1% of the participants reported only
completing elementary school. Twenty-five or 25.3% completed high school, while
thirteen or 13.1% completed vocational training.
With regard to household size, twenty-six or 23.6% of the participants reported
living in a single family household. Sixty-four or 64.6% reported living with two to four
persons, and nine or 9.1% of the respondents occupied a household with five or more
people.
Table 5 further revealed that twenty-four or 24.2% of the participants were
unemployed, while seven or 7.1% were employed. Fifly-five or 55.6% of the respondents
reported having full-time employment, while only thirteen or 13.1% stated they only
worked part-time. The remaining one or 1.0% gave no explanation regarding their
employment status.
Regarding respondents’ occupations, Table 5 revealed that seventeen or 17.2%
of the participants were skilled workers, while only nine or 9.1% were unskilled.
Twenty-three or 23.2% of the respondents reported being clerical administrators, while
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thirty or 30.3% reported they were professionals. Finally, twenty or 20.2% of the
respondents failed to identify their occupational status.
In summary, the study compared significant differences between the participants
of the sample ofN=100 HIV positive and negative African-American women. As
indicated by the distribution of the demographic variables, a majority of the sample (3 8%)
reported being single, and almost an equal number (3 6%) reported being married. The
typical respondent was college educated and reported a cumulative household income at
or above the national average. A total of 33% reported combined household incomes
over $40,000 and 22% reported a combined household income between $30,000 to
$39,000.
Thus the demographic profile of the typical respondent differed significantly from
other studies investigating HTV risks among women. For example, in other studies, the
typical respondent was from the lower socioeconomic status with education at or below
the high school level, and reported a gross household income below the poverty level.
Table 6 is the frequency distribution of the respondents’ patterns of drug and
alcohol usage.
Table 6
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Table 6 presents the data depicting the patterns of drug and alcohol usage of the
respondents. The responses were: never drink or use drugs; drink or use drugs on social
or recreational (special) basis; and drink or use drugs daily. Thirty-five or 3 5.4% of the
respondents indicated they never drink or use drugs; twenty-four or 24.2% indicated they
drink on special occasions, and thirty or 30.3% admitted drinking socially. Ten or 10.1%
indicated they drink or use drugs on a daily basis. The findings on table 6 suggest that
substance consumption is an endemic aspect of the cultural landscape of the United
States. Many of the respondents commented that their substance usage was something
symptomatic of more serious life stressors. Many women resort to substance usage to
mask issues related to low self-esteem, oppression, and social injustices perpetuated
against them by society.
Table 7 is a frequency distribution of the respondents’ experience with issues
related to psychosocial adjustment problems during the past five years.
Table 7





An overwhelming number of respondents indicated they had not experienced the
death of a spouse during the past five years. A total of ninety-three or 93.9% of the
sample indicated they had not experienced the death of a spouse during the past five
years, while only six participants or 6.1% of the population sample indicated they
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experienced the death of a spouse during the previous five years. Based on the sample
size and the demographic characteristics of the population, the 6.1% of the participants
who experienced the death of a spouse is consistent with other populations of similar
demographic characteristics.
Table 8 is a frequency distribution of the respondents’ response to their
experience with divorce during the previous five years.
Table 8





Table 8 reflects the percentage of respondents who had experienced a divorce.
Surprisingly, forty-nine or 49.5% of the participants, indicated they experienced divorce
during the past five years, while a similar numbers, fifty or 50.5%, indicated they had not
experienced divorce during the previous five years. The high percentage of respondents
who experienced a divorce is consistent with the larger society.
Divorce has been a troubling social problem that has received national attention
from public officials. It is even more prevalent among African-American families.
Divorce as a social problem has disrupted the stability and threatens the very survival of
the institution of marriage for the African-American family.
Table 9 is a frequency distribution of experiences of personal injuries or illness
during the previous five years.
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Table 9





Table 9 provides the percentage of respondents who experienced personal injury
or illness during the previous five years. Approximately twenty-six or the participants, or
26.2%, indicated they had experienced personal injury or illness during the past five
years. In personal instances with the subject, most indicated their personal injuries were
caused by spousal or domestic abuse. Moreover, in personal interviews with the
participants, a significant number of respondents stated their experience with physical
violence precipitated drug usage and depression, and is related to their low self-esteem.
Surprisingly, my interviews revealed that the high number of respondents who indicated
their injuries were related to abuse also had issues with gender-based violence. The
problem is especially prevalent in African-American females.
Recent studies suggested that gender violence is one of the most salient causes of
physical injuries in African-American women. More importantly, there seems to be a
correlation between HIV/AIDS and gender violence.
Table 10 provides a frequency distribution of the respondents’ response regarding
their experience with sex difficulties during the previous five years.
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Table 10 states: During the past five years, I have experienced sex difficulties.
Thirty-two or 32.3% of the participants indicated they had experienced sexual difficulties
during the past five years, while sixty-seven or 67.7% of the participants indicated no sex
difficulties during the past five years. In this study, sex difficulties was defined as
inability to achieve mutual respect and sharing in one’s sexual relationship with
significant other. The participants indicated their sex difficulties was primarily due to not
getting their needs met by their intimate partners. Two of the most common complaints
from the respondents were the inability to influence the type of sexual behavior of their
partners and condom usage by their sexual partners.
Table 11 provides a frequency distribution of the respondents’ reactions to
questions regarding their perception of life satisfaction.
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Table 11
In general, my social life at this time is enjoyable.
Value Number Percent Mean Std. Dev.
Strongly Disagree 22 22.2 2.06 1 1.0956
Disagree 20 20.2 2.534 1.1095
Agree 32 32.3 2.434 1.1353
Strongly Agree 25 25.3 2.745 1.1370
Total 99 100.0
Table 11 provides information regarding respondents’ social life. Fifty-seven
respondents or 57.6% indicated that they were satisfied with their social life, while
forty-two respondents for 42.4% indicated they were not satisfied with their social life.
In conversation with some of the study participants, some differed widely on what they
considered to be a satisfactory life. For some, an enjoyable social life means having
stable employment and close personal relationships. For others, an enjoyable social life
was more reflective of their mental state rather than external factors.
Table 12 describes a graphical representation of the frequency distribution of the
study participants’ responses to their perception of a very rewarding social life.
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Table 12
My social life at present is very rewarding.
Value Number Percent Mean Std. Dev.
Strongly Disagree 25 25.3 2.6061 1.0956
Disagree 19 19.2 2.5354 1.1095
Agree 32 32.3 2.4343 1.1353
Strongly Agree 23 23.2 2.7475 1.1370
Total 99 100.0
Table 12 provides information regarding the quality of respondents’ social life.
Fifty-five respondents or 55.5% indicated that they had a rewarding social life.
Forty-four or 44.5% indicated that their social life was not rewarding. The relatively
higher numbers of participants who indicated that their social life was rewarding may be
explained by the HIV positive women who experienced major life change since their HIV
diagnosis.
For example, many of the HIV positive women indicated that they made attempts
to reunite with estranged family members, became more significantly active, and renewed
old friendships and social activities. In addition, many indicated one of the most
important facets of life satisfaction was their relationship to their church and the belief in
a higher power. This is consistent with research which suggests that, for
African-American women. their spiritual beliefs are one of the critical factors
important to life satisfaction.
Table 13 is a graphical picture of the frequency distribution relative to the
respondents’ response to their perception that life is just one worry after another.
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Table 13
Life is just one worry after another.
Value Number Percent
Strongly Disagree 36 36.4
Disagree 20 20.2
Agree 25 25.3
Strongly Agree 18 18.2
Total 99 100.0
Mean 2.2525 Std. Dev. = 1.1370
Table 13 states that life is just one worry after another. A total of forty-three or
43.5% of the respondents agreed that life was just one worry after another, while fifty-six
or 5 6.6% of the respondents disagreed that their life was just one worry after another.
Most of the participants were equally divided on their perception of life being just one
worry after another. For most of the women in this study, major life stressors were
common to facets of their daily lives. For African Americans, economic survival was one
of the major sources of their concern. For most, the care of their children, husbands and
relatives assumed priority over their well-being. This explains, to a certain degree, the
marginal and poor health status of African-American women.
Table 14 was graphical picture of a frequency distribution relative to the
respondents’ response to their perception of having a very satisfying social life.
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Table 14
My present social life is very satisfying.
Value Number Percent
Strongly Disagree 30 30.3
Disagree 17 17.2
Agree 31 31.3
Strongly Agree 21 21.2
Total 99 100.0
Mean=2.4343 Std. Dev. = 1.1353
Table 14 states: my present social life is very satisfying. A total of fifty-two or
52.2% of the respondents stated that their social life was very rewarding, while a total of
forty-seven or 47.5% reported that their social life was not rewarding. Those respondents
who indicated that their social life was rewarding were more likely to have a close
relationship with their church and family. Whereas, those who indicated that their social
life was less than rewarding were estranged from family and did not have a close
relationship with a church nor a spiritual life. These results suggest that there is a close
association to healthy family and social relationships to overall life satisfaction.
Table 15 is a frequency distribution of the respondents’ reactions to their
perception that members of their family really care about each other.
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Table 15
The members of my family really care about each other.
Value Number Percent
Strongly Disagree 8 8.1
Disagree. 23 23.2
Agree 20 20.2
Strongly Agree 48 48.5
Total 99 100.0
Mean = 3.000 Std. Dev. 1.0211
Table 15 states: the members of my family really care about each other. An
extremely high number of respondents indicated that the members of their family really
cared about each other. Sixty-eight or 68.7% of the respondents agreed that the members
of their family really cared about each other. Thirty-one or 31.3% of the respondents
disagreed with the perception that the members of their family really cared about each
other. Conversations with the participants indicated that their chose life style behaviors
were the main factors which estranged them from family and friends. In addition, a
number of the HIV positive participants revealed that they were in the process of trying to
mend relationships with their families, and that this process of healing was a vital
component of their overall health and well-being.
Table 16 is a frequency distribution of the respondents’ reaction to their
perception that they can depend upon their family.
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Table 16
I can depend upon my family.
Value Number Percent
Strongly Disagree 8 8.1
Disagree 28 28.3
Agree 22 22.2
Strongly Agree 41 41.4
Total 99 100.0
Mean=3.003 Std.Dev.= 1.0147
Table 16 states: I can depend upon my family. An extremely high number of
respondents revealed that they could depend on their family. Sixty-three respondents or
63.6% reported they could depend upon their families. Thirty-six respondents or 36.4%
surveyed stated that they could not depend upon their families. The findings of this
variable were consistent with the other hypotheses regarding family relations among
African-American females. Again, more of the HIV positive participants reported that
they could not depend upon their family. Conversely, more the HJV negative women
reported that they could depend upon their family.
Table 17 is a frequency distribution of the respondents’ perception that they get
along with their family.
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Table 17
I get along with my family.
Value Number Percent
Strongly Disagree 11 11.1
Disagree 22 22.2
Agree 20 20.2
Strongly Agree 46 46.5
Total 99 100.0
Mean 3.000 Std. Dev. 1.0689
Table 17 states: I get along with my family. Once again, the majority of the
respondents indicated that they get along with their families. Sixty-six respondents or
66.7% revealed that they get along well with members of their family. A total of thirty
three respondents or 33.3% reported that they did not get along with members of their
family.
Table 18 is a frequency distribution of the respondents’ reaction to the statement,
there is a lot of love in my family.
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Table 18
There is a lot of love in my family.
Value Number Percent
Strongly Disagree 13 13.1
Disagree 21 21.2
Agree 18 18.2
Strongly Agree 47 47.5
Total 99 100.0
• Mean~3.0O0 Std.Dev.~ 1.1302
Table 18 states: There is a lot of love in my finnily. A total of sixty-five
respondents or 65.7% of the participants reported that there was a lot of love in their
family. Thirty-four respondents or 34.4?/o disagreed or strongly disagreed that there was a
lot of love in their family. Overall, the findings suggest that, for African-American
families, strong ties, positive communication, and emotional and financial support are
vital components of a strong family and good family relations.
Table 19 is a frequency distribution of the respondents’ reaction to the statement,
“Sometimes I feel like giving up.”
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Table 19
Sometimes I feel like giving up.
Value Number Percent
Strongly Disagree 32 32.3
Disagree 17 17.2
Agree 31 31.3
Strongly Agree 19 19.2
Total 99 100.0
Mean 2.3737 Std. Dev. 1.1302
Table 19 states: Sometimes I feel like giving up. Forty-nine respondents or 49.5%
of the participants said they disagreed with that perception of their problem-solving
abilities; while fifty or 50.5% indicated they sometimes felt like giving up. The
distribution of feelings suggest that stress and coping issues are salient aspects of the
daily problems that confront African-American females. This finding indicates that
problem-solving abilities are an important aspect of the health and social well-being of
African-American females. Furthermore, as documented in the literature review of this
study, poor coping and problem-solving abilities negatively impact other areas of an
individual’s life.
I h ~~1~JiI II~JI ~ ~ - — —~
105
Table 20
I worry a lot about things.
Value Number Percent
Strongly Disagree 21 21.2
Disagree 28 28.3
Agree 35 35.4
Strongly Agree 15 15.2
Total 99 100.0
Table 20 states: I worry a lot about things. Forty-nine respondents or 49.5% of the
participants indicated they didn’t worry a lot about daily problems, while fifty or 50.6%
indicated they worried frequently about daily stressors. As indicated by the findings,
there is an almost equal distribution from the sample with respect to stress and coping
issues. Many of the respondents indicated that the main source of their worry and
concerns often revolved around issues impacting their children and spouse. Furthermore,
some indicated that the well-being of their children and families assumed greater priority
than problems or issues specific to their own.
This finding is consistent in that African-American females place greater
emphasis on family well-being, often times making personal and health sacrifices to
benefit their families. Sometimes, this self-denial and sacrifice imposes greater health
and environmental risks to African-American females.
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Table 21
Sometimes, I wonder if anything is worthwhile anymore.
Value Number Percent
Strongly Disagree 37 37.4
Disagree 19 19.2
Agree 26 26.3
Strongly Agree 17 17.2
Total 99 100.0
Table 21 states: Sometimes, I wonder if anything is worthwhile anymore.
Fifty-six respondents or 56.6% of the participants disagreed with the statement,
“Sometimes, I wonder if anything is worthwhile anymore,” while forty-three respondents
or 43.5% of the participants stated they sometimes feel like nothing is worthwhile
anymore. Many respondents noted these perceptions of feeling helpless were influenced
by experiences from childhood. In addition, some participants stated that these early
feelings reinforced their perception that they were powerless to impact positive changes
in their lives.
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Table 22
I feel like nothing is turning out right for me.
Value Number Percent
Strongly Disagree 41 41.4
Disagree 19 19.2
Agree 20 20.2
Strongly Agree 19 19.2
Total 99 100.0
Table 22 states: I feel like nothing is turning out right for me. Sixty respondents
or 60.6% disagreed with the statement, “I feel like nothing is turning out right for me,”
while thirty-nine or 39.4% state they feel that nothing is turning out right for them. This
finding suggests that early negative influences that are later reinforced by negative life
experiences in adulthood, have a negative impact on one’s ability to effectively deal with
the vicissitudes and problem-solving abilities that are necessary skills consistent with
decreasing exposure to health and behavioral risks. This is particularly relevant in
reducing the spread of HIV/AIDS among African-American females.
Table 23 is a cross tabulation of marital status with HIV status. Chi-square
statistical analysis was conducted to ascertain whether there were statistically significant
differences between HIV positive women and marital status.
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Table 23
HIV and Marital Status
Variable Single Married Divorced Widow Total df p
HIV
Positive 16 20 9 4 49 3 .336
Negative 22 16 11 1 50 3 .336
Total 38 36 20 5 99
Table 23 reveals that a total of ninety-nine respondents were surveyed regarding
their marital stat s. As table 23 depicts, twenty of the respondents from the HIV positive
group of women indicated that they were married, sixteen were single, nine were
divorced, and four were widowed. In the negative group, twenty-two women revealed
that they were single, sixteen were married, eleven were divorced, and one widowed. The
findings suggest that married women are not immune to HIV/AIDS risk factors. As
indicated by the literature, many women face significant risk of H1V infection from their
husbands.
As other studies have shown, many married men enter into clandestine sexual
relationships with other men creating increased HIV risk factors for their wives. This was
also corroborated by many of the respondents in this study, who stated they were in
monogamous relationships where they became HIV infected.
Table 24 is a cross tabulation of HIV status with educational level. The
Chi-square statistical test was used to ascertain whether there was a statistically
significant connection between HIV status and educational level in African-American
females.
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Table 24
H1V and Educational Level
Variable Elem. H.S. Vocational College Total df p
HIV
Positive 4 14 7 24 49 3 .576
Negative 2 11 6 31 50 3 .576
Total 6 25 13 55 99
A CM-square test of independence was calculated comparing frequencies of HIV
positive and negative status with educational level for African-American women. A
significant interaction was found [X2(1)=24.80, p < .05]. College educated women (24%)
s study were more likely to be HIV positive than elementary educated women (4%).
Table 25 indicated that the t-test was utilized to ascertain if there was a
statistically significant difference in maladaptive patterns of substance usage between
HIV positive and negative African-American females.
Table 25
t-test - Maladaptive Patterns of Substance Abuse
Variable Number Mean Std. Dcv. t-value p df
NW
Positive 49 2.653 1 .9906 5.550 .000 97
Negative 50 1.6660 .7982
Total 99
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The data indicated that the HIV positive group (N=49) had a means of 2.6531,
with a standard deviation of .9906. The HIV negative women (N~50) had a means of
1.6660 and a standard deviation of .7982. The t-value for both the negative and positive
groups was 5.550. The df was 97 and p = .000.
Thus, the independent sample t-test comparing the mean scores of the positive and
negative groups found a significant difference between the means of the two groups,
t(99) =5.550, p<.O5. The direction of the difference suggests that the HIV positive
women used drugs and alcohol more frequently than the FIIV negative group of women.
Table 26
t-test - Psychosocial Adjustment
Variable Number Mean Std. Dcv. t-value p df
HW
Positive 49 6.3265 .9658 5.545 .000 97
Negative 50 7.3 800 .9234
Total 99
An independent sample t-test comparing the mean scores of the HIV positive and
negative group, with regard to psychosocial adjustment, found significant difference
between the means of the two groups [t(99) = -5.545, p<.05]. The mean of the HIV
negative group (M=7.38, sd.9234) was significantly higher than the mean of the HIV
positive group (M6.3265, sd=.9658). The t-value of the HIV positive and negative
groups was -5.548, the df was 97, and p.000.
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Table 27
t-test - Perception of Handling a Crisis
Variable Number Mean Std. Dcv. t-value p df
HIV
Positive 49 11.85 3.4157 8.551 .000 97
Negative 50 6.400 2.6089
Total 99
Table 27 describes an independent sample t-test comparing the mean scores of a
group of HIV positive and negative women. With regard to handling a crisis, there was a
significant difference between the mean of the two groups [t(99)~8.557, p< .05]. The
mean of the HIV positive group (M11.857, sd=3.4157 was significantly higher than the
mean of the FIIV negative group (M=6.64, sd2.6089). The t-value for the 11W positive
and negative group was -5.548, the df was 97, and p=000.
Table 28
t-test - Life Satisfaction
Variable Number Mean Std. Dev. t-value p df
HIV
Positive 49 7.4898 3.4042 -9.108 .000 97
Negative 50 13.100 2.6897
Total 99
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Table 28 describes an independent sample t-test comparing the mean scores
between 11W positive and negative African-American females, with regard to life
satisfaction. It was found that a significant difference existed between the mean of the
two groups [t(99) = -9.108, p < .05]. The mean of the negative group (M=13.100,
sd=2.689) was significantly higher than the mean of the positive group (M=:7.4898,
sd=3.4042). The t-value was -9.108 for both groups, the df was 97, and p value was
p=.000.
Table 29
t-test - Family Relations or Ties
Variable Number Mean Std. Dev. t-value p df
HIV
Positive 49 9.3673 3.1466 9.776 .000 97
Negative 50 14.740 2.1835
Total 99
Table 29 describes an independent sample t-test comparing the mean scores
between HIV positive and negative African-American females, regarding family relations
or ties, and found significant differences between the mean scores of the two groups
[t(99)=-9.776, p>.O5]. The negative group mean was significantly higher (M14.700,
sd=2.1835) than the mean of the positive group (M=9.3673, sd=3.1996). The dfwas97,
p=000.
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based violence) perception of crisis, problem solving abilities, and the quality of family
relations or ties are important. We turn now to the cpestions which framed this study.
Research Question 1: Is there a significant difference in the patterns of maladaptive
substance usage between HIV positive and negative African-
American females in the Metropolitan Atlanta area?
In order to determine if there were significant differences between negative and
positive women, four questions concerning patterns of drugs and alcohol usage were
examined. These questions analyzed and answered were: (1) never drink or use drugs;
(2) drink or use drugs only on special occasions only; (3) drink or use drugs socially and
recreationally and; (4) drink or use drugs daily.
The findings suggest HIV positive women showed significant differences in their
pattern of maladaptive substance usage than the participants who were HIV negative.
Many of the respondents who indicated that they used drugs or alcohol recreationally or
daily reported that their substance usage assumed priority over other aspects of their lives.
Furthermore, many respondents stated that activities surrounding their alcohol and drugs
usage estranged them from families, support network, and their community. This social
isolation and departure from the mainstream society kept them in an intractable
downward spiral that significantly increased their risk of HIV infection.
However, many of the positive participants believed their infection was
preventable and that the obstacle they faced was their inability to locate culturally specific
treatment programs that addressed their needs. SimLarly, some women with children who
entered drug treatment programs reported difficulty completing treatment programs due
to impediments from state protective services, spousal abandonment and childcare issues
which limited their ability to focus on the issues pertinent to their drug and alcohol usage.
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Discussion of the Firdings
The findings of this study support the writings of many investigators concerning
the prevalence for HIV/AIDS risk factors among African-American females. The HIV
positive women in this study seem to engage more frequently in high risk sexual practices
than the FIIV negative women. The most prevalent risk factors seem to be related to
maladaptive patterns of substance usage. The mean score for the HTV positive
respondents (M=2.6531, sd~.9906) was significantly higher than the HIV negative group
(M=l .6600, sd~.7982).
The direction of the score suggests that the HIV positive participants, on average,
consumed drugs and alcohol more frequently than their FIIV negative counterparts.
Furthermore, many of the HIV positive women, became estranged from their family,
friends, and healthcare services due to their drug and alcohol usage. The study also
validated the significance of life contextual variables; such life contextual factors are
important factors in exploring HIV risks in African-American females. The external
factors impose additional stress on vulnerable African-American women which results in
their diminished ability to make choices that minimize their exposure to HIV risks.
The same is equally true in the areas of problem solving and effectively resolving
crisis. This factor combined with racial injustice, economic and health disparities expose
African-American women to additional HIV risks. In addition, psychosocial adjustment
factors, such as death, divorce, sexual difficulties, and gender-based violence, were some
of the saiient risks which facilitated the HIV pandemic among African-American women.
The most prevalent psychosocial distress in the majority of the HIV positive respondents
were caused by gender-based violence. Many of the women, in informal interviews,
supported the findings of other studies which suggest that African-American women are
exposed to a high degree of violence due to their dependence on their spouse for
economic and financial support.
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This risk factor was more pervasive in African-American women who were
estranged from their family. The issue and importance of positive family relations as a
vital component to the health and well-being of African-American women was well
documented in the literature review of this study, as well as the findings of this
investigation.
Therefore, the fmdings presented in this study strongly attest to the need for
comprehensive HIV prevention education and counseling programs targeted to
African-American females. In addition to specially targeted programs, emphasis
should be placed on assessing gender-based violence in women that utilize these
services. The combination of violence prevention, substance abuse treatment, and
addressing psychosocial distress is critical to reducing the HIV risk factors affect on
African-American females.
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CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS
The research study was designed to answer five questions concerning significant
differences in the HIV risks factors between HIV positive and negative African-American
females on the Metropolitan Atlanta area. These factors include patterns of maladaptive
substance usage, psychosocial adjustment problems, life satisfaction, perception of
handling a crisis, and family relations or ties. At a glance, most of these variables with the
exception of patterns of maladaptive substance usage appear to be benign HIV risk
factors. However, careful analysis of the situational and contextual framework within
these variables present a complex scenario. It is within these frameworks that the
problems of HIV risks in African-American females will be examined. Furthennore, it is
precisely because these factors seem benign that comprehensive studies on this subject
are imperative.
The conclusions and recommendations of this study is presented in this chapter,
recommendations will be presented for future discussions which will be beneficial to
policy makers, social workers, AIDS service organizations, and health and human service
administrators. Each research question will be examined individually in order to assess
their significance and impact. Overall, the results of this investigation indicates that
African-American females face a much higher risk of HIV infection than those face by
other racial, and ethnic categories of women. The most common risks are those associated
with substance usage. However, less life contextual risks such as: quality of life issues
related to life satisfaction, psychosocial stressors (especially distress related to gender-
115
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Research Question 2: Is there a significant difference in the psychosocial adjustment
problems between FIIV positive and negative African-American
females in the Metropolitan Atlanta area?
In order to determine if there were significant differences in psychosocial
adjustment between HIV positive and negative Afrizan-American females , four
questions on psychosocial adjustment problems were analyzed. These included: (1)
during the last five years I have experienced the death of a spouse; (2) during the last five
years I have experienced a divorce; (3) during the last five years I have experienced
personal injury or illness and; (4) during the last five years I have experienced sex
difficulties. The findings of this study suggest that significant differences in the levels of
psychosocial distress between the negative and positive women. However, both group of
study participants reported psychosocial adjustment issues were significant aspects of
their lives For many, the distress was experienced vicariously,(the stress caused by a close
relative or friend) and for others the problems were more personal. Consistent with the
hypothesis postulated by this investigation, the problem was more prevalent in the HIV
positive sample as compared to the negative participant. The most pervasive form of
psychosocial adjustment problems reported was personal injury or illness due to gender-
based violence. Many participants reported being physically abused, raped, by a spouse,
close relative or friend. As a consequence, many women reported they were not able to
effectively negotiate condom usage, safe sexual practices or power disparities that expose
them to increase risk of HIV infection.
Research Question 3: Is there a significant difference in perception of handling a crisis
between HIV positive and negative African-American females in
the Metropolitan Atlanta area?
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In order to assess significant differences in perception of handling a crisis between
HIV positive and negative African-American females, four aspects of perception of
handling a crisis were analyzed. These included: (1) sometimes I feel like giving up; (2) I
worry a lot about things; (3) I feel like nothing is turning out right for me and; (4)
Sometimes I wonder if anything is worthwhile anymore. The findings of this study
suggest there is a significant difference in perception of handling a crisis between the
negative and positive group of women. While not ordinarily associated with HIV risk
factors, it is clear from this investigation and from the emerging literature that African
Americans perceive their abilities to effect an outcome is related to their risk of HIV
infection. Moreover, African live in oppressive environments which perpetuate and
further reinforces their feelings of helplessness.
Research Question 4: Is there a significant difference in life satisfaction between HIV
positive and negative African-American females in the
metropolitan Atlanta area?
In order to determine if there were significant differences between the two groups
of women four aspect of life satisfaction were analyzed. These included: (1) In general,
my social life at this time is enjoyable; (2) My social life at present is rewarding; (3) Life
is just one worry after another; (4) My present social life is very satisfying. The findings
of this investigation suggests that there were signifiDant differences in life satisfaction
between the I-IIV positive and negative group of women. The results indicates the
negative women reported greater life satisfaction than the HIV positive women. It is
therefore reasonable to surmise that the attitudes, views, perceptions and motivations
beyond those specific to HIV/AIDS, may contribute to the high rates of HIV/AIDS in
African-American females. It is further evident that African females face multiple societal
stressors that deny them basic necessities, creates irner turmoil, estrange them from
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support networks and diminish their motivations to make and initiate life healthy style
decisions. This downward spiral in their abilities to self actualize and derive life
satisfaction, exposes them to multiple high activiti~. These activities includes, having
multiple sex partners, drug and alcohol usage, unprotected sex, and neglect of their
healthcare needs.
Research Question 5: Is there a significant difference in family relations or ties between
HIV positive and negative African-American females in the
Metropolitan Atlanta area?
In order to determine if there were significant differences between the two group
of women, four aspects of family relations or ties were assessed. These included: (1) The
members of my family really care about each other; (2)1 can depend on my family; (3) I
get along with my family; and (4)There is a lot of love in my family. The findings
indicate that there were significant differences in family relations or ties between the
negative and positive women. On all measures of family relations, the negative women
reported more positive and stable family relations that the positive group of women. In
personal interviews, the women with more stable family ties indicated that their family
ties were important factors in helping them to cope with stressful life situations, alleviate
social stigma surrounding HIV, and to provide financial and emotional support in times
of need. By contrast, the HIV positive women reported less family support, more
dysfunctional family relationships, less tangible support, and were more likely to suffer
physical and emotional abuse by one or more family members.
Implications for Social Work Practice
The researcher began this study ostensibly to investigate some of the factors
which was believed to be, and for which the literature suggests were, the most salient
HIV risks for African-American females. However. after more that two years of intensive
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investigation and analysis of the literature, interviews with victims of the disease, and
public policy makers, a more complex and troubling picture of the problem has began to
emerge. From this vantage point, three themes began to emerge, the implications which
potentially could have devastating consequences for African-American women. First, it is
apparent that the problem of HIV/AIDS has evolved from a strictly public health issue , to
one of human rights and social justice for women. The provision of inferior healthcare,
lack of economic opportunities, cultural barriers, and the marginalization of women soon
became significant factors in the pandemic levels of HIV infection among African-
American females. Second, HIV infection among African-American women has become
an issue of development for the black community. The pandemic has cut short the lives of
many women, orphaned thousands of children, depleted family resources, and limited the
upward social mobility of many African-American families. Third, religion and
spirituality has been linked to the successful treatment and prevention of HIV/AIDS in
African women. However, despite copious evidence which supports this conclusion,
social workers and prevention education programs has not made optimum usage of this
knowledge. This is especially true of social workers employed in governmental agencies
who must adhere to strict guidelines which prohibits the integration of secular and
religious activities.
Limitations of the Study
There were four significant limitations to this study. The first involved the costs
and constraints involved in the research. The cost factor precluded the use of a more
sophisticated research design that would have yielded more useful data. The second
limitation involved sample size. Due to the sensitive nature of the subject, it was
extremely difficult to obtain a significantly higher number of participants to reveal
sensitive information about their sexual and drug use history. Therefore, this study cannot
be generalized to a broad base of African-American females. Because the participants
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were selected exclusively from the metro Atlanta area, the research could not
predict regional and economic factors that could influence risky behavior among
African-American females throughout the United States.
The proposed study has several weaknesses in the following ways: First it relies
heavily on the willingness of African-American women with HIV/AIDS to provide hard
data regarding the risk factors that affected their lives. Therefore, the study could
introduce sampling bias, as respondents could have withheld information and thus have a
smaller chance for the data to be generalized. However, to reduce the biases, each
respondent was given a brief explanation of the research, and his or her volunteer
participation in the project. The study’s findings cannot be generalized to all
HIV/All)S-affected African-American women because the nature and foci of participants
may vary extensively from one geographic location to another.
The population of African-American female respondents was extremely difficult
to interview on such a sensitive subject as H1V/AIDS so the sex of the investigator may
have a posed a problem by preventing the women from speaking freely. All in all, the
data that can be gleamed from this study will serve as a baseline data for a larger more
comprehensive investigation that will include:
• More standardized measures
• Greater generalizability
• Larger sample size that is more representative of the population
Recommendations - ?art One
The scope and extent of this study reveals many factors relevant to the treatment
prevention of HIV/AIDS in African-American females. In addition, the study indicates
that some of the risks are obvious, while others are not normally associated with the 11W
infection. An important finding was the extent to which environmental stressors impact
the physical , psychological, and spiritual heath of African-American females. Even more
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remarkable is that much of this knowledge is not incorporated in the prevention and
treatment efforts by clinicians and public policy makers. Therefore, the researcher is
proposing the following recommendations: part one is framed for the benefit of program
planners and policy makers, part two will provide r~ommendations for future research.
1. AIDS service organizations should establish collaborative partnerships with local
churches and develop a culturally appropriate prevention education curriculum
that can combine the strengths of the black church with the knowledge of local
agencies.
2. Researchers, community organizations , state and federal agencies, should develop
partnerships with African-American families in implementing prevention
education, treatment planning, and case management services geared toward
African-American females.
3. AIDS service organizations should integrate culturally specific spiritual
components in their prevention education, case management and treatment efforts
services targeted toward African-American females.
4. Human service organizations that provide services to African-American women
should incorporate assessment for domestic and gender-based violence.
5. State, local and federal social service organizations should implement mechanism
which facilitate the meaningful participation of African-American women in HIV
policy and decision-making bodies.
6. Federal, state and Community based organizations (CBOs) must ensure that
prevention services aimed at African-American females incorporate harm
reduction approaches for both sexual and drug-using behaviors that place women
at risk for HIV infection. These agencies must offer a wide range of options which
will reduce sexual and drug-use related risks. These options should include but
not be limited to: effective and acceptable women controlled risks reduction
i~I~IiI
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methods (such as microbicides), syringe availability, needle exchange and
women-centered substances abuse treatment services.
7. AIDS service and community organizations should stress and utilize peer lead
interventions for street outreach and community AIDS education initiatives. Peer
educators can be effective bridges to cross-cultural differences and help to foster
trust. Moreover, peer educators can encourage explorations of cultural values and
norms that impact women’s perception of their risks for HIV infection.
8. State, federal and community based organizations should promote and support
comprehensive, seamless HIV prevention education and treatment services. Many
participants in this study identified fragmentation of services as a major barrier to
accessing treatment options.
9. AIDS service organizations should incorporate and implement strategies that
enhances the empowerment, self-esteem, relationship skills in their provision of
services to African-American females.
10. Community-based organizations that provide services to African-American
women should emphasize the importance of collaboration among service
providers to ensure continuum of care in their prevention education and case
management services geared toward African-American females.
11. Policy makers should address the impact of racism in exposing African-American
females to increased risks of HJV infection. This should entail efforts to educate
and sensitize majority providers in becoming more knowledgeable to some of the
historical precedence that influence risk factors for African Americans.
12. Policy makers and community- based organizations address socially prescribed
gender roles that promote male dominance and female passivity in their sexual
and interpersonal relationships. -
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13. Treatment programs that provide services to African-American women should
address the cultural taboos regarding homosexuality, bisexuality, and drug use in
fostering women’s level of denial and lack of awareness that their sexual partners
are engaging in high risk sexual behaviors.
14. Service organizations that provide services to African Americans should
encourage voluntary HIV testing and counseling, prenatal care, nutritional
counseling.
Recommendations - Part Two
1. Research should be conducted to determine if there is a connection between
family composition and 11W/AIDS in African-American females.
2. More extensive studies need to examine the extent to which church attendance
and spirituality serve as a buffer against 11W/AIDS in African-American females.
3. More large- scale and longitudinal studies need to examine the relationship
between gender-based violence and HW/AIDS in African-American females.
4. Schools of social work need to sponsor collaborative research efforts to examine
the extent to which structural racism influence the rate of IIIV/AIDS in African
American females.
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I am a doctoral student at Clark Atlanta University Whitney M. Young, Jr., School of
Social Work. I invite you to participate in a HIV/AIDS risk assessment survey of
HIV/AIDS clients. Completion of the questionnaire will require only a few minutes of
your time. The purpose of the study is to learn more about risk factors of HTV infection
among African-American females in the metropolitan Atlanta area. The data and
information collected will help facilitate the completion of my dissertation research. The
identity of the respondents will remain confidential. Please do not include your name or
any identifying information on the questionnaire. Choose only one answer for each
question. Please respond to all questions. Thank you again for your time and cooperation.
Larry D. Williams
03/21/2004
Section 1: Demographic Information
Place a mark (X) next to the appropriate item. Choose only one answer for each question.
1. What is your gender? 1) _____ Female 2) Male
2. To which age category do you belong?















4. I am HIV positive. 1) ______ Yes 2) ______ No









6. Which of the following identify your household income?
1. ____ $O-$9,999
2. ____ $10 -19,999
3. _____ $20,000 - $29,999
4. _____ $30,000 - $39,000
5. ____ $40,000&over
7. What is the highest grade you completed?
1. ______ Elementary
2. High School Graduate
3. _____ Vocational School
4. _____ College



















Section II: Please show how strongly you agree by circling a response from 1 to 4.
Please respond to each item in both sections. Record the answer that most closely
describes your experience.
Strongly Disagree Agree Strongly
disagree agree
II.. The members of my family really care 1 2 3 4
about each other.
12. 1 can depend on my Ilimily. I 2 3 4
13. 1 get along with my family. 1 2 3 4
14. There is a lot of love in my family 1 2 3 4
i~ Sometimes I feel like giving up. 1 2 3 4
1W 1 wony a lot about things. 1 2 3 4
17. 1 feel that nothing is turning out right for 1 2 3 4
me.
18. Sometimes, I wonder if anything is 1 2 3 4
worthwhile anymore.
19.. In general, my social life at this time is 1 2 3 4
enjoyable.
20. My social life at present is very rewarding. 1 2 3 4
21. Life is just one worry after another. 1 2 3 4
22. My present social he is very satisfying. 1 2 3 4




Section III: Choose one of the following items. Check only the answer that most closely
describes your experience~
23 Which of the following best describes your patterns of drug and alcohol usage:
1. _____Never drink or use drugs
2. _____ Drink or use drugs on special occasions only
3. _____ Drink or use drugs on social or recreational
4. _____ Drink and use drugs daily.
Section IV: Answer Yes or No to the following questions.
24. During the last five years I have suffered 26. During the last five years I have
the death of a spouse. experienced personal injury or illness.
Yes Yes
25. During the last five years I have 27. During the last five years I have
experienced divorce, experienced sex difficulties.
Yes Yes
Thank you for completing this survey




A Comparative Study of HIV/AIDS Risk Factors between HIV Negative and HIV
Positive African-American Females in the Metropolitan Atlanta Area
You are being asked to participate in a Clark Atlanta University research study. The
purpose of this study is to compare HIV/AIDS risk factors between HIV negative and
HIV positive African-American women in the metropolitan Atlanta area. This study
consists of a survey concerning your perceptions, feelings, behaviors and attitudes toward
family relations, life satisfaction, handling crisis, psychosocial adjustment and patterns of
substance usage. The survey will take about 10-15 minutes to complete.
There are no known risks to your participation. There are no financial benefits for your
participation but it is hoped that your participation will help us to design strategies to
improve HIV/AIDS education and prevention. The survey is voluntary and you can
decide to quit at any time.
A decision not to participate will not affect your relationship with your agency or health
care provider.
Confidentiality will be maintained at all times. The survey will not have your name on
them and there will be no link to your name and your survey. The results of this study
may be published but you will not be identified.
If you have any questions regarding the study, you may contact the principal investigator
at (770) 482-8875 or via email at winneralways@mvway.com. For questions concerning
your rights as a participant, you may contact Georgianna D. Bolden, Ed.D in the Office of
Research & Sponsored Programs at (404) 880 6979 or via email gbolden~cau.edu.
Alternatively, you may write in confidence to Georginna D. Bolden, Ed.D, Office of
Research & Sponsored Programs, James P. Brawley Drive at Fair Street, SW, Atlanta,
GA 30314. You may also contact Richard Lyle, Ph.D., School of Social Work at (404)
880-8548 or write to him at: Whitney M. Young, Jr., School of Social Work, 223 James
P. Brawley Dr. SW., Atlanta GA 30314.
You must be 18 years or older to participate.
I agree to participate in this research study.
Signature: _____________________________________________ Date:
Please print your name: ______________________________








4319 Memorial Drive, Suite N
Decatur, Georgia 30032
Dear Ms. Brown:
I am a student in the Ph.D. Program at the Whitney M. Young, Jr., School of Social Work
at Clark Atlanta University. I would like your permission to administer a HIV/AIDS risk
assessment survey to the clients in your program. The purpose of the study is to learn
more about the risk factors of HIV/AIDS infection in African females in the Metropolitan
Atlanta area. The questionnaire will take only ten minutes to complete and will not
disrupt your program.
A sample of one hundred HIV positive and 11W negative African females is needed to
complete the survey. The focus of this research will be comparisons of the significant
differences between the two groups in five different areas. These areas include: (1) family
relations or ties; (2) life satisfaction; (3) perception of handling a crisis; (4) patterns of
substance usage; and, (5) psychosocial adjustment. The survey involves twenty-five
questions designed to assess risks among the five variables.
The fmdings from this survey will be used in the analysis in my dissertation on A
Comparative Study ofHIV Risk Factors Between HIVPositive and HIVNegative
African-American Females in the Atlanta Metropolitan Area. The identity of the
respondents will remain confidential, the data collected will be compiled in aggregate
format and no identifying or individual characteristics will be presented.
According to recent research findings, the HIV/AIDS infection rate for African females is
sixteen times higher than Caucasian females. For incarcerated African-American females,
the infection rate is twenty-nine times higher that the general population. The need for
this type of research is critical, and its results could reveal vital information for




I would appreciate an appointment to discuss the nature and importance of this research
to the African-American Community. I am enclosing a copy of the HIV/AIDS risk
assessment questionnaire and the consent agreement each participant will need to
complete in order to participate in the survey.
I can be reached at (770) 482-8875 or via email at winneralways~myway.com.
Thank you for your consideration.
Larry D. Williams
Cc: Amos Ajo, Ph.D.
Letha (Lee) See. Ph.D.
Richard Lyle, Ph.D.





Pastor Willie L. Adams
Mathalama African Methodist Episcopalian Church
5570 Handley Blvd.
Morrow, GA 30260
Re: HIV/AIDS Risk Assessment Survey
Dear Pastor Adams:
I am a student in the Ph.D. Program at the Whitney M. Young, Jr., School of Social Work
at Clark Atlanta University. I would like your permission to administer a HIV/AIDS risk
assessment survey to members of your congregation. The purpose of the study is to learn
more about the risk factors of HIV/AIDS infection in African females in the Metropolitan
Atlanta area. The questionnaire will take only ten minutes to complete.
A sample of one hundred HIV positive and HIV negative African females is needed to
complete the survey. The focus of this research will be comparisons of the significant
differences between the two groups in five different areas. These areas include: (1) family
relations or ties; (2) life satisfaction; (3) perception of handling a crisis; (4) patterns of
substance usage; and, (5) psychosocial adjustment. The survey involves twenty-five
questions designed to assess risks among the five variables.
The fmdings from this survey will be used in the analysis in my dissertation on A
Comparative Study ofHlVRisk Factors Between HIVPositive and HlVNegative
African-American Females in the Atlanta Metropolitan Area. The identity of the
respondents will remain confidential, the data collected will be compiled in aggregate
format and no identifying or individual characteristics will be presented.
According to recent research findings, the HIV/AIDS infection rate for African-American
females is sixteen times higher than Caucasian females. For incarcerated African-
American females, the infection rate is twenty-nine times higher that the general
population. The need for this type of research is critical, and its results could reveal vital
information for HIV/AIDS education and prevention programs.
I would appreciate an appointment to discuss the nature and importance of this research
to the African-American Community. I am enclosing a copy of the ITTV/AIDS risk
assessment questionnaire and the consent agreement each participant will need to
complete in order to participate in the survey.




I can be reached at (770) 482-8875 or via email at winneralways@mvway.com.
Thank you for your consideration.
Larry D. Williams
Cc: Amos Ajo, Ph.D.






Episcop~ ChUith 5570 Handley Blvd. Morrow, GA 302:60





Re; HIV/AIDS Risk Assessment Questionnaire
Dear Mr. Williams:
It is with pleasure that I approve your request to conduct the HIV/AIDS risk assessment
questionnaire at Mathalama African Methodist Episcopal Church.
As you know Mathalania AME Church has been in the forefront in our efforts tc educate,
empower, and provide services to African American women. I am sure your research could
reveal important trends that affect the spread of HIVJAIDS among.all women.







11W/AIDS and African Americans: A Timeline
1981 First reported case of the illness that came to be known as AIDS
1944 Half of all pediatric AIDS cases to date are among African Americans
1986 Half of all female AIDS cases to date are among African Americans.
AIDS rate among African Americans is three times that among whites
1988 Seventy percent of heterosexually transmitted AIDS cases to date are
among African Americans.
Seventy-five percent of all pediatric AIDS cases to date are among
African Americans
1993 AIDS becomes the leading cause of death for African-American men aged
25-44.
1994 AIDS becomes the leading cause of death for African-American women
aged 25-44.
1995 AIDS incidence among African-American men, who have sex with men,
overtakes that of all other racial/ethnic groups in this category.
1998 Half of all new male HTV infections are estimated to be among African
American.
Sixty-four percent of all new female HIV infections are estimated to be
among African Americans.
1999 One in 50 African-American men estimated to be HIV positive, compared
to one in 250 white men.
One in 160 African-American women estimate to be HIV positive,
compared to one in 3,000 white women.
2001 Twentieth anniversary of the first reported AIDS case.




AIDS Acquired Immunodeficiency Syndrome. The disease is a result of
the human immunodeficiency virus (REV) infection, which makes
the immune system less able to fight the infection.
ARM Anti retroviral medication
BMSM Black men who have sex with men
CSW Commercial sex workers
GRID Gay related immune deficiency
HART Highly Active Retroviral Therapy
HEV Hepatitis Virus
I{IV Human immunodeficiency virus is the virus that
causes AIDS. HIV weakens and destroys the body’s immune system
making it easier for life threatening opportunistic infections and cancers to
invade the body.
IAI Insertive anal intercourse
IDU Injection drug users
ICW International community of women living with
HIV/AIDS
101 Insertive oral intercourse
MSM Men who have sex with men
MSW Male sex workers















HIV GENDER ‘ AGE RACE SEXOR
W Valid 99 99 99 99 98
M~ssing 0 0 0 0 1
Mean 1.5051 1.0000 27071 1.0000 11122
Median 2.0000 1.0000 3.0000 1.0000 1.0000
Mode 2.00 1~00 2.00 1.00 1.00
Std. Deviation .5025 .0000 1.1362 • .0000 .4280
MARITAL INCOME EDUC HOUSEHLD
N Valid 99 99 99 99
Missing 0 0 0 0
Mean 1.9192 3.4646 3.1818 1.8283
Median 2.0000 4.0000 4.0000 2.0000
Mode 1.00 5.00 4.00 2.00
Std. Deviation .8884 1.4591 1.0138 .5721





EMPLOY OCCUP FAM1I FAMI2 FAM13
N Vahd 99 99 99 99 99
~ Missing 0 0 0 0 0
Mean 2.5758 32727 3.0909 29697 3.0202
Median 3.0000 4.0000 3.0000 3.0000 3.0000
Mode 3.00 4.00 4.00 4.00 4.00
Std. Deviation 1.0009 1.3539 1.0211 1.0147 1.0689
sta~
FAMI4 CR~Sl5 CRISI6 CRISI7 CRISI8
N Vahd 99 99 99 99 99
Missing 0 0 0 0 0
Mean 3.0000 2.3737 2.4444 2.2323 2.1717
MedIan 3.0000 3.0000 3.0000 2.0000 2.0000
Mode 4.00 1.00 3.00 1.00 1.00
Sid. Deviation 1.1066 1.1302 .9920 1.1323 1.1697
S~
UFEI9 UFE2O UFE21 UFE22 SUB23
N Valid 99 99 99 99 99
Missing 0 0 0 0 0
Mean 2.6061 2.5354 2.2525 2.4343 2.1515
Median 3.0000 3.0000 2.0000 3.0000 2.0000
Mode 3.00 3.00 1.00 3.00 1.00
Std. Deviation 1.0956 1.1095 1.1370 1.1353 1.0238





PSYCH24 PSYCH25 PSYCH26 PSYCH27
N Vahd 99 99 99 99
Missing 0 0 0 0
Mean 1.9394 15051 1.7374 1.6768
Me~an 2.0000 20000 2.0000 2.0000
Mode 2.00 2.00 2.00 2.00




Frequency Percent Valid Percent Percent
Valid 1.00 ternale 99 100.0 100.0 100.0
GENDER






Frequency Percent ValId Percent Percent
ValId 1.00 25oryounger 15 15.2 152 152
2.00 26 to 35 31 31.3 313 46.5
3.00 36 to 45 27 27.3 27.3 73.7
4.00 46 toSS 20 20.2 20.2 939
5.00 561o65 6 6.1 6.1 100.0
Total 99 100.0 100.0
RACE
F~ Cumidalive
Frequency Percent ValId Percent Percent
[ ValId 1.00 black 99 100~0 100.0 100.0
SEXOR
C~n~
Frequency Percent Valid Percent Percent
Valid 1.00 hetero 91 91.9
2.00 bi 3 3.0 3.1 95.9
3.00 homosexual 4 4.0 4.1 100.0
Total 98 99.0 100.0




Frequency Percent ValId Percent Percent
ValId 1.00 single 38 38.4 38.4 38.4
2.00 married 36 36.4 36.4 74.7
3.00 divorced 20 20.2 20.2 94.9
4.00 widowed 5 5.1 5.1 100.0
Total 99 100.0 100.0






Frequency Percent Valid Percent Percent
Valid 1.00 0 to 9999 17 172 17.2 172
2.00 10000 to 19999 8 8.1 8.1 25.3
3.00 20000to29999 19 192 192 444
4.00 30000 to 39999 22 222 222 66.7
5.00 40000 and over 33 33.3 33.3 100.0
Total 99 100.0 100.0
EDUC
—



























Frequency Percent Valid Percent Percent
Valid 1.00 single 26 26.3 26.3 26.3
2.00 2 to 4 64 64.6 64.6 90.9
3.00 5 and over 9 9.1 9.1 100.0
TOtal 99 100.0 100.0
-. EMPLOY
Cwn~e
Frequency Percent Valid Percent Percent
Valid 1.00 unemployed 24 24.2 24.2 24.2
2.00 employed 7 7.1 7.1 ~1.3
3.00 full time 55 55.6 55.6 86.9
4.00 part time 13 13.1 13.1 100.0
Total 99 100.0 100.0






Frequency Percent Valid Percent Percent
Valid 1.00 skilled 17 172 172 17.2
2.00 unskilled 9 9.1 9.1 26.3
300 23 23.2 232 495
deñcave
4.00 professional 30 30.3 30.3 79.8
5.00 other 20 202 202 100.0
Total 99 100.0 100.0
FAMII
Cumulative
~ Frequency Percent Valid Percent Percent
Valid 1.00 strongly dIsagree 8 8.1 8.1 8.1
2.00 23 232 232 31.3
3.00 20 20.2 202 51.5
4.00 strongly agree 48 48.5 485 100.0
Total 99 100.0 100.0
FAMI2
C~nula~e
Frequency Percent Valid Percent Percent
ValId 1.00 8 8.1 8.1 8.1
2.00 28 28.3 28.3 36.4
3.00 22 22.2 222 58.6
4.00 41 41.4 41.4 100.0





Frequency Percent ValId Percent Percent
Valid 1.00 11 111 11.1 11.1
2.00 22 22-2 22.2 33.3
3.00 20 20.2 20.2 53.5
4.00 46 46.5 46.5 100.0
Total 99 1000 100.0
FAMI4
Cumula~e
Frequency Percent ValId Percent Percent
Valid 1.00 13 13.1 13.1 13.1
2.00 21 21.2 21.2 34.3
3.00 18 182 18.2 52.5
4.00 47 47.5 47.5 100.0
Total 99 100.0 100.0
CRISI5
Cumu~e
Frequency Percent ValId Percent Percent
ValId 1.00 32 32.3 32.3 32.3
2.00 17 172 172 49.5
3.00 31 31.3 31.3 80.8
4.00 19 19.2 19.2 100.0
Total 99 100.0 100.0
CRISI6
Cumulative
Frequency Percent Valid Percent Percent
Valid 1.00 21 21.2 212 21.2
2.00 28 28.3 28.3 49.5
3.00 35 35.4 35.4 84.8
4.00 15 15.2 15.2 100.0
Total 99 100.0 100.0
FAMI3






Frequency Percent ValId Percent Percent
Valid 1.00 37 — 37.4 374 374
2.00 19 19.2 19.2 56.6
3.00 26 26.3 26.3 82.8
4.00 17 17.2 17.2 100.0
Total 99 100.0 100.0
CRISI8
Cumula~
Frequency Percent Valid Percent Percent
Valid 1.00 41 41.4 41.4 41.4
2.00 19 192 192 60.6
3.00 20 20.2 202 80.8
4.00 19 19.2 19.2 100.0
Total 99 100.0 100.0
UFEI9
Cumulah~
Frequency Percent Valid Percent Percent
Valid 1.00 22 22.2 22.2 22.2
2.00 20 202 20.2 42.4
3.00 32 32.3 32.3 74.7
4.00 25 25.3 25.3 100.0
Total 99 100.0 100.0
UFE2O
Cumulative
Frequency Percent Valid Percent Percent
Valid 1.00 25 25.3 25.3 25.3
2.00 19 19.2 192 44.4
3.00 32 32.3 32.3 76.8
4.00 23 232 23.2 100.0
Total 99 100.0 100.0






Frequency Percent Valid Percent Percent
Valid 1.00 36 36.4 36.4 36.4
2.00 20 20.2 202 56.6
3.00 25 25.3 25.3 81.8
4.00 18 18.2 182 100.0
Total 99 100.0 100.0
UFE22
Cumula~e
Frequency Percent ValId Percent Percent
ValId 1.00 30 30.3 30.3 30.3
100 17 17.2 17.2 47.5
3.00 31 31.3 31.3 78.8
4.00 21 212 212 100.0
Total 99 100.0 100.0
SUB23
C
Frequency Percent ValId Percent Percent
Valid 1.00 never 35 35.4 35.4 35.4
2.00 special 24 24.2 24.2 59.6
3.00 social 30 30.3 30.3 89.9
4.00 da’y 10 10.1 10.1 100.0
Total 99 100.0 100.0
PSYCH24






Frequency Percent Valid Percent Percent
Valid 1.00 26 26.3 26.3 26.3
2.00 73 73.7 73.7 100.0
Total 99 100.0 100.0
PSYCH27
Curntdalive
Frequency Percent ValId Percent Percent
Valid 1.00 32 32.3 32.3 32.3
2.00 67 67.7 67.7 100.0













I Missing Tc*aI 1
[ N IPercenti N IPercenti
~wv*
MARITAL 0 .0% f 99 j 100.0%
Count
HIV * MARITAL Crosstabutatior
MARITAL
single married divorced widc~ed Total
HIV positive 16 20 9 4 49
negative 22 16 11 1 50




Pearson Chi-Square 3.382a 3 336
Iiellhood Ratio 3.514 3 .319
Linear-by-Linear 1259 1 .262
~
NOf Valid Cases 99
a. 2 cells (25.0%) have expected count less than 5. The minimum expected count is 2.47.









HIV * 99 100.0%
MARITAL
Iv * EDUC 99 100.0%
Case Processing Summary
M~ssinq Total
N I Percent N Percent
HIV* 0 .0% 99 100.0%
MARITAL
HIV * EDUC 0 I .0% 99! 100.0%
HIV * MARITAL







single married divorced widowed Total
11EV positive 16 9 4 49
negative 22 16 11 1 50
Total 38 36 20 5 99
Chi-Square Tests
Asymp. Sig.
~ Value df (2-sided)
Pearson Chi-Square 3382a 3
Likelihood Ratio 3.514 3 .319
Liiiear-~I1ear 1259 1 .262
Ass
Nof Valid Cases 99





elementaly high school vocational college Total
HIV positive 4 14 7 24 49
negative 2 11 6 31 50
Total 6 25 13 55 99










(A L P H A)
Item—total Statistics
Reliability Coefficients
N of Cases = 99.0 N of Items = 4
1. FAM11 3.0909 1.0211 99.0
2. FAJ~4l2 2.9697 1.0147 99.0
3. FAN13 3.0202 1.0689 99.0
4. FAN14 3.0000 1.1066 99.0
N of
Statistics for Mean Variance Std Dev Variables
SCALE 12.0808 14.6873 3.8324 4
Scale Scale Corrected
Mean Variance Item—




























(A L P H A)
Reliability Coefficients
N of Cases = 99.0 N of Items = 4
1. CRIS15 2.3737 1.1302 99.0
2. CRIS16 2.4444 .9920 99.0
3. CRIS17 2.2323 1.1323 99.0
4. CRISiS 2.1717 1.1697 99.0
N of
Statistics for Mean Variance Std Dev Variables
SCALE 9.2222 15.9909 3.9989 4
Item—total Statistics
Scale Scale Corrected
Mean Variance Item- Alpha
if Item if Item Total if Item
Deleted Deleted Correlation Deleted
CRIS15 6.8485 9.7013 .7120 .9380
CRIS16 6.7778 9.9297 .8121 .9067
CRIS17 6.9899 8.6836 .9028 .8730






Method 1 (space saver) will be used for this analysis ******
RELIABILITY ANALYSIS -
Me an Std Dev
SCALE
Cases




Mean Variance Std Dev Variables
10.3232 17.2414 4.1523 4
Reliability Coefficients
N of Cases = 99.0 N of Items = 4
1. LIFE19 2.6061 1.0956 99.0
2. LIFE2O 2.5354 1.1095 99.0
3. LIFE22 2.4343 1.1353 99.0
4. REV21 2.7475 1.1370 99.0
Item—total Statistics
Scale Scale Corrected
Mean Variance Item- Alpha
if Item if Item Total if Item
Deleted Deleted Correlation Deleted
LIFE19 7.7172 9.6335 .9421 .9063
LIFE2O 7.7879 9.6178 .9290 .9101
LIFE22 7.8889 9.6712 .8895 .9224







HIV N Mean Std. Deviation Mean
S1JB23 1.00 positive 49 2.6531 .9906 .1415
200 negative 50 1.6600 .7982 .1129
FAMILY 100 positive 49 9.3673 3.1996 .4571
2.00 negative 50 14.7400 2.1835 .3088
CRISIS 1.00 positive 49 11.8571 3.4157 .4880
2.00 negative 50 6.6400 2.6089 .3690
UFE 1.00 positive 49 7.4898 3.4042 .4863
2.00 negative 50 13.1000 2.6897 .3804
PSYCH 1.00 positive 49 6.3265 .9658 .1380








Variar~es t.test for Equality of Means I 95% ConfIdenceInterval of the
Mean Std. Error DIffer~flCe
F SIg, df 51g. (2-teiledL Difference Difference Lower Upper
SUB23 Equalvariances 1.833 .179 5.498 97 .000 .9931 .1808 .8348 1.3518
assumed
Equal variances 5.486 92.022 .000 .9931 .1810 .6335 1.3526
not assumed
FAMILY Equal variances 12.018 ~ -9.776 97 .000 -5.3727 .5496 -6.4634 -4,2819
assumed
Equal variances 9740 84.559 .000 -5.3727 .5516 -6.4695 -4.2758
not assumed
CRISIS Equal variances 2.848 .095 8.551 97 .000 5.2171 .6101 4.0063 8.4280
assumed
Equal variances 8.528 89,817 .000 52171 .6117 4.0018 8.4325
not assumed
LIFE Equal varIances 5,119 .026 -9.108 97 .000 -5.6102 .6160 -6.8327 -4.3877
assumed
Equal variances -9.087 91.244 .000 -5.6102 .6174 -6.8386 -4.3838
not_assumed
PSYCH Equal variances 1,246 .287 -5.548 97 .000 -1.0535 .1899 -1.4303 -.6786
assumed
Equal variances 5545 96,588 .000 -1 .0535 .1900 -1.4305 -.6764
not_assumed
0’~
i ~A~~III • III~I U~i~ I ih.L~ ~ ~ ~ .~•
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